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Abstract
The purpose of the study was to examine the elements and partnerships that need to be
considered and developed in the design and evaluation of an interprofessional education
(IPE) initiative within an academic setting. A mixed methods approach was used to
obtain data from three sources: one-on-one interview with one administrator; a focus
group with 9 faculty members; and completion of a precourse (n = 201, 88.63%) and a
postcourse survey (n = 136, 58.11%) with the students. Students in the IPE initiative
came from 11 disciplines: child and youth worker, dental hygiene, developmental
services worker, law and security administration, medical radiography technology, native
child and family services, paramedic, police foundation, practical nursing, recreation
leadership, and social service worker. Findings identified three major elements in the
design of an IPE initiative: organizational commitment, program impact, and positive
learning environment. Factors associated with organizational commitment included
sustainable funding, endorsement of partnerships within the educational setting and
outside with the field or clinical placements and federal and provincial governments, and
promotion of the principles of social justice. Program impact requires ongoing
professional development activities, adequate resources, an evidence-based curriculum
and model of delivery, and a learning environment suitable for small groups. An
organization must promote the principles of social justice, endorse partnerships, provide
adequate resources and an evidence-based curriculum, and acknowledge different learner
styles and needs. A positive learning environment develops teaching methods that are
cognizant of the learners‟ characteristics, learning goals, learning styles, and cultural
differences. The success of IPE initiatives relies on the support and commitment of all
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participants, who must be equal partners from the design through to the evaluation of the
initiative.
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Chapter 1: Introduction
Context of the Study
Interprofessional collaborative (IPC) initiatives in academia and health care
agencies are increasing throughout Canada and other parts of North America as a strategy
to ensure safe, effective, and patient-centered health services. IPC initiatives have been
defined as the occasions when two or more professionals learn from and about each other
to improve collaboration and the quality of patient care (Barr, 2002; Health Canada,
2005; World Health Organization [WHO], 2010). For years, the WHO has internationally
promoted IP models of care (as cited in Oandasan & Reeves, 2005). Rising health care
costs and increased medical errors are becoming a growing social, political, and
economic problem. Canada is seeking strategies to lower health care costs and medical
errors while striving to sustain the future of the country‟s universally accessible, publicly
funded health care system.
In 2002, the Canadian Institute for Health Information (CIHI) reported that “20 to
50% of adults or their families had experienced a preventable medical event causing
serious harm” (p. 3); at the same time, health care costs were exploding. Health care in
2002 cost $121.4 billion, but by the end of 2005, that cost had risen to $142.0 billion
(CIHI, 2004). In the province of Ontario, total government health expenditures doubled
from $21.6 billion in 1999 to $45.2 billion in 2009 (Ontario Association of Community
Care Access, Ontario Federation of Community Mental Health and Addiction Program,
& Ontario Hospital Association, 2010).
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Interprofessional Education and Practice
Canadian health care reform has dominated the health care sector in an effort to
address the social, political, and economic issues. Federal, provincial, and territorial
governments have conducted a number of key stakeholder meetings and commissions
over the past decade. Several government reports have identified the need to develop a
more efficient and effective primary health care model and a means of delivery (Kirby,
2002; Mazankowski, 2001). A commonality among these reports has been the need for
health and social care professionals to work collaboratively within an interdisciplinary
team because no one health and social care professional can meet or manage the
complexity of services required. To accomplish this goal, health and social care
professionals need to work collaboratively (Romanow, 2002).
Romanow (2002) highlighted the need for new and innovative models of health
care education and training. Interprofessional education (IPE) was identified as a
necessary foundation for collaborative patient-centered practice systems to success. In his
report, Romanow stated:
In view of changing trends, corresponding changes must be made in the way
health care providers are educated and trained. If health care providers are
expected to work together and share expertise in a team environment, it makes
sense that their education and training should prepare them for this type of
working arrangement. (p. 109)
The concept of a new model of education was further supported by the First
Ministers‟ Accord on Health Care Renewal (Health Canada, 2003a). The report indicated
that fundamental changes are necessary to continue to deliver effective primary health
care. A key component that was identified is the need to modify the way health
professionals are educated. In response to these reports, Health Canada (2004) began to
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nationally and internationally investigate IPE and collaborative, patient-centered practice
trends. In 2006, the federal and provincial health branches began to financially support a
variety of IPC models of health care delivery and IPE initiatives.
The success of IPC models of delivery requires that all members of the team
within a practice setting have an explicit understanding of each other‟s role and scope of
practice, value and respect each other‟s input, and communicate without any personal or
professional biases. A major challenge that prevented the successful implementation of
the IPC model of delivery within the practice setting was that professionals had limited
knowledge of each other‟s professional role and scope of practice because historically,
they had been educated in silos (Oandasan & Reeves, 2005). The lack of
interprofessional knowledge and the ineffective outcome of the IPC model within the
practice setting was a major impetus for the introduction of IPE initiatives within the
academic setting. Starting in 2007, Health Force Ontario began to offer financial support
to a number of academic institutions throughout Canada to develop, implement, and
evaluate IPE initiatives.
The aim of this national initiative was to change the way health professionals are
educated in Canada as one way to improve access to and the quality of health care for all
Canadians; gather evidence to guide the development, implementation, and evaluation of
successful educational strategies (Mann et al., 2009); and control spiraling health care
costs. The primary goal of an IPE initiative is to integrate academic faculty and students
from more than one professional discipline to learn collaboratively within the classroom,
laboratory, and clinical practice settings (Zwarenstein et al., 2001). The nature of this
collaboration will prepare graduates engaged in an IPE initiative to transfer IPE theory
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into the practice setting. HealthForce Ontario (2007) asserted that graduates of IPE
programs will be able to demonstrate their ability to work effectively within an IPC
model of delivery to better handle complex patient care needs, improve patient care
outcomes, and manage multifaceted ethical issues.
This systems change project (SCP) focused on a comprehensive evaluation of an
IPE initiative taking place at a college in northwestern Ontario in Canada. The final
product of this SCP was a guide to support administrators and faculty in academic
settings as they develop IPE initiatives and to make recommendations to the government
for the sustainability of IPE initiatives. The SCP was based upon the compilation of a
systematic literature review and the lived experiences of the administrator, faculty
members, and students from the college who implemented the IPE initiative.
Canada is a multicultural society; as such, academic and health organizations
must recognize the need for change in order to address cultural competency related to
disparities within the organizations (Purnell & Paulanka, 2008; Srivastava, 2007). This
project incorporated the guiding principles of catholic social teaching, which were woven
throughout the project from the introduction to the dissemination of information (Miller,
2009). The Canadian Nurses Association (CNA, 2006) defined social justice as the “fair
distribution of society‟s benefits and responsibilities and their consequences” (p. 7). In
the academic environment, a social justice environment is fair, equitable, and free of
prejudice. The goal of an IPE initiative is to integrate disciplines. The concept of
integration within a social justice framework means that the IPE team is one “human
family” (Kalb, 2009, p. 2) comprised of equal partners, regardless of education
credentials, race, culture, and social background, in all aspects of the IPE initiative.

5
The results of the SCP will be shared with all members of the IPE team at the
college and other educational institutions. Sharing the results with other educational
institutions will promote the establishment of IPE initiatives that will prepare graduates
for IPC teams and ultimately lead to improved patient care outcomes and decreased
health care costs.
The SCP had three main objectives:
1. Conduct, analyze, and synthesize a systematic literature review of IPE models
and their components, as well as the factors promoting implementation and
sustainability.
2. Design and conduct an IPE program evaluation plan from the elements and
partnerships developed within the academic setting.
3. Recommend an IPE project design and process for IPE initiatives based upon
the findings of the program evaluation and literature review.
Research Question
What elements need to be considered and partnerships developed in the design
and evaluation of an IPE initiative within an academic setting?
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Chapter 2: Theoretical Framework and Literature Review
Theoretical Sources Guiding the SCP
In this chapter, the framework that guided the SCP is discussed, along with a
review of the national and international IPE literature. The program theory framework
(PTF) guided the development of the IPE SCP addressing the three objectives previously
listed in Chapter 1. The U.S. Agency for International Development developed the PTF
in 1969 to evaluate international projects (see Appendix A). The researcher selected this
framework because it facilitated an examination of three interrelated program
components essential for the development of an IPE initiative: organizational plan
(political, academic, strengths and challenges, partnerships, and professional bodies);
program impact theory (professional change, and curriculum); and learner evolution (i.e.,
learner needs; Rossi, Lipsey, & Freeman, 2004).
Program Theory Framework
The PTF also is known as the logic model, the cause map, or the action theory.
There has been consensus among researchers that the PTF is a cause-and-effect theory
(Patton, 2008). The framework posits that change occurs because of the implementation
of an action. The IPE initiative is the action developed to expose the learners (i.e.,
multiple professionals) to the knowledge, skills, and attitudes necessary to become
effective and efficient interprofessional team members within the practice setting.
HealthForce Ontario (2007) suggested that a collaborative, interprofessional
approach to the delivery of care can be an “enabler for improving patient care outcomes
and meeting the increased health care demands” (p. 7). An IPE initiative draws together
students from different professional disciplines to learn and eventually work
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harmoniously within an interprofessional team environment. The majority of IPE
initiatives across Canada include students from different health programs, and a few have
included students from both health and social and community service programs. In
designing an interprofessional care initiative, it is important to determine not only the IPE
team complement based upon the care providers who are responsible for patients‟ care
and care outcomes but also the care environment (i.e., acute, chronic, long-term care, or
community) that the patients will require as support.
The primary goal of this IPE initiative was to bring students from different
disciplines together so that they could socialize and learn collaboratively to foster patientcentered care and improve patient care outcomes. This process was intended to begin to
break down the traditional model of educating students within their own disciplines.
Ultimately, when students graduate, the aim is that they will be knowledgeable about the
role and scope of practice of other disciplines, and they will be comfortable working as
team members when making person-centered care decisions.
The literature review for the IPE SCP was ongoing throughout the design,
implementation, and evaluation of the project. The researcher used key words and terms,
as well as support from librarians at the college, Lakehead University, and St. Catherine
University, to gather information about the concepts of IPC and IPE used in the
development of the SCP (see Appendix B).
The researcher organized the IPE studies in the literature search using the three
interrelated components of the PTF: organizational change, program impact, and learner
evolution. Many of the studies overlapped with the interrelated concepts. The researcher
organized the IPE articles according to the same three components of the PTF.
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Organizational Change (Macrolevel)
Organizational change is an evolving process. McNamara (2010) stated,
“Significant organizational change occurs, for example, when an organization changes its
overall strategy for success, adds or removes a major section or practice, and/or wants to
change the very nature by which it operates” (p. 1). Political, economic, and social issues
often force organizations at various points in their development to undergoing significant
changes in order to continue to be successful. Organizational change is not exclusive to
business; it also occurs within academia. Academic leaders aware of the need for health
care restructuring in order to sustain the primary health care system seek academic
strategies that will prepare their graduates for this change. IPE is an academic strategy
that organizational leaders need to implement in an effort to prepare their graduates to
function successfully within a collaborative, team-based model of care delivery. The
organizational change of the PTF incorporates the political, academic, partnership, and
professional characteristics of change.
Political Change
The people of Canada believe in and value the primary health care system. The
health care sector has established that primary health care is required to address the
challenges faced by a population that is aging and increasingly populated with individuals
with chronic illnesses or disabilities. The ultimate goal of primary health care is to
provide better health for all recipients. Health Canada (2006) described primary health
care as the following:
Foundation of the health care system, and is the first point of contact people have
the health care system. It could be through a doctor, nurse, another health
professional, or phone or computer-based services. Primary health care provides
services through teams of health professionals to individuals, families and
communities. It is a proactive approach to preventing health problems and
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ensuring better management and follow-up once a health problem has occurred.
(p. 1)
In recognizing the need for innovative approaches to delivering primary health
care, the federal government of Canada established the $800 million Primary Health Care
Transition Fund (PHCTF) to support primary health care changes (Health Canada,
2003b). Between 2003 and 2009, the government funded 68 IPE initiatives. Nolte (2005)
defined interprofessional practice, examined the barriers and strengths to interdisciplinary
practice, and identified the practices that were successful. Nolte indicated that IPC is
indispensable from the perspective of facilitating teamwork.
Teams flourish when they have strong leadership, a supportive organization, and
the right working environment. Members of the team need to share a common goal,
demonstrate respect for each other, make group decisions, and communicate effectively.
Nolte identified a number of factors preventing team effectiveness, including the misuse
of language to describe them. Teams should be using the term interprofessional, not
multidisciplinary or interdisciplinary, both of which have different meanings. Other
barriers include funding problems, inability to blend professionals from different
disciplines, and structure of the team. Even though Nolte identified problems preventing
team effectiveness, she also stated, “There continues to be a widespread belief in Canada
and other countries that IPC in primary health care is the way of the future” (p. 10).
The concept of a team-based approach as the way of the future, as well as the lack
of a common definition for teams and teamwork, was supported by the Canadian Health
Services Foundation‟s (2006) report. This report identified collaborative team functioning
as being challenged when there is a “lack of a common definition of teams and
teamwork; the relationship between teamwork and collaboration; the spectrum of
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collaboration in healthcare; organizational factors affecting teamwork; and the
implications of current policy, regulation, and legislation on teams” (p. iii). Some
practice-level interventions identified within the report to support team growth included
the need to “develop standards and performance measures on team effectiveness; practice
sessions for team-building and problem-solving; self-management; and team-training” (p.
7). This report also indicated that leadership and collaboration are essential at all levels of
the health care system to improve patient care and safety and to reduce workload issues
such as burnout. The concept of a collaborative, team-based approach as a strategy for
improving patient care and meeting the needs of the system has received provincial and
national support.
A report from HealthForce Ontario (2007) was based upon a compilation of
information from consumers as well as key stakeholders and decision makers in the
health and education sectors over a yearlong process. The report noted, “A collaborative,
team-based approach to care can be an enabler for improving patient care and meeting the
demands that the [Ontario healthcare] system is facing” (p. 11). Politically, the report
supported IPE and IPC initiatives as an innovative approach to delivering primary health
care. Strong leadership and organizational commitment were identified as essential in
promoting the success of IPE and IPC initiatives.
Academic Change
Oandasan and Reeves (2005) were commissioned by Health Canada to investigate
the status of interdisciplinary education for collaborative practice in Canada. In the
conclusion of their report, Oandasan and Reeves stated, “The stage is set for Canada‟s
readiness to move IECPCP forward” and that “to advance IECPCP….a collaborative
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approach must be taken amongst educators, practitioners, researchers, policymakers and
clients/patients” (p. 265).
Herbert (as cited in Margison, 2009) indicated that a change in practice had not
been successful in the past because there had not been a cultural change within the
organization. Ginsburg and Tregunno (2005) defined organizational culture as the
“beliefs and values of its members and the climate of an organization . . . inferred by the
practices, procedures, policies and routines” (p. 180). The cultural shift referred to by
Herbert (2005) was the movement away from educating and practice training health
professions in intraprofessional silos to the development and promotion of a
collaborative, interprofessional, patient-centered workforce and practice teams.
After reviewing the reports, Health Canada (2003b) began the first cycle of
funding IPE initiatives throughout Canada and promoting IPE and IPC initiatives. Many
educational and health care organizations applied for and received funding to develop
their own collaborative IPE and IPC initiatives. In examining the IPE and IPC initiatives,
it was found that the administrative leadership within the organizations had significant
influence in the outcomes and success or failure of the initiatives.
Strengths and Challenges of IPE Initiatives
Gardner, Chamberlin, Heestand, and Stowe (2002) employed a researcherdeveloped questionnaire to ascertain the attitudes of U.S. administrators from
professional schools toward IPE initiatives and their perceived barriers. Ninety-three
respondents represented an overall return rate of 50.5% from the total of 184 packets that
were distributed. Gardner et al. found that administrators from medicine, nursing, and
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pharmacy held positive attitudes toward interdisciplinary instruction, despite their
identification of a number of barriers.
The majority of respondents identified “classroom size, faculty attitudes, rigid
curriculum, turf battles, and a lack of reward for faculty as barriers” (Gardner et al., 2002,
p.184). Medicine identified professional expectations, clinical practice demands, and
limited faculty time and backgrounds barriers. Nursing identified other challenges that
included timetable and scheduling problems, financial challenges, professional
accreditation requirements, lack of successful IPE models with proven outcomes, power
and status struggles among professions, bureaucratic policies and procedures, and
traditions. Pharmacy identified similar barriers.
A Canadian study by Curran, Deacon, and Fleet (2005) conducted with 175
administrators from seven disciplines found similar and additional barriers. The
administrators in this study strongly supported IPE initiatives and felt that faculty should
participate in this model of education. They were, however, neutral about whether faculty
in one discipline should teach students in another discipline. The barriers listed by all of
the disciplines included scheduling problems, curriculum challenges, and “turf wars”
between and among disciplines. An additional barrier perceived by the administrators
was that faculty and students do not see the value of IPE initiatives. Curran et al. did not
discuss what the administrators perceived as their role in both IPE initiatives and support
of faculty throughout the initiative.
Other than those barriers and challenges to the success and sustainability of an
IPE initiative identified by Gardner et al. (2002) as well as Curran et al. (2005), the
literature identified similar multilevel barriers and challenges. Table 1 is a compilation of
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the barriers and challenges identified by Gilbert (2005); I. Norman (2005); Oandasan and
Reeves (2005); and Philippon, Pimlott, King, Day, and Cox (2005). It is important to note
that the challenges appear to be international, not just Canadian.
Table 1
Common Challenges in Delivering an IPE Program
Area
Human resources
Faculty







Challenges
Increase workload
Professionals educated within their own discipline
Personal beliefs, attitudes, and values towards IPE
Expectations of professional bodies
Faculty research interests









Shared accountability for management
Varied leadership styles between professional disciplines
Required professional development activities
Personal beliefs, attitudes, and value toward IPE

Curriculum













Common vision between and among disciplines
Common terminology (teamwork, interprofessional) – all disciplines involved
Common set of goals – all disciplines involved
Common curriculum (theoretical framework, design) – all disciplines involved
National not global core IPE competencies
Mode of delivery
Evaluation process – formative, summative
Accreditation requirements and processes for each professional discipline
Number of professional programs and students per profession – intake
Prerequisites for admission to professional programs
Length of professional programs

Organizational











Limited research on models, implementation processes, evaluation tools
Time tabling, and scheduling
Start-up, shared costs, budgets and sustainable funding
Shared space and equipment
Structural (size of space) barriers
Securing joint facilitation agreement – legal and binding
Geographical differences between student bodies, clinical placements
Adequate internal and external resources
Policy and decision-making structures vary between professional programs and
institutions

Partners




Formal communication system within and outside the system
Formal process of utilizing clinical placement and experiences

Human resources
Management

Human resources
Students

Personal beliefs, attitudes, and value towards IPE
Student freedom in the selection of professional courses

14
A number of researchers have identified other challenges in delivering a rural IPE
initiative for medical students and nursing students that can apply to groups of students:
financial burden for the students, lack of student accommodations, lack of travel and
social needs, academic concerns for resources such as library access, funding constraints
in small rural hospitals, and weak links between parent institutions and community/rural
sites (Jones, Alford, Russell, & Simmons, 2003; Jones, DeWitt, & Elliot, 2005; Neill
&Taylor, 2002; Oandasan & Reeves, 2005). A strategy to overcome some of the
organizational barriers is flexibility.
Gustafson et al. (2003) found that flexibility, or the extent to which the design of
the change fits into the existing organizational climate or culture, is a predictor of
successful change. Others practical strategies to assist organizations in successfully
implementing an IPE initiative include the involvement and commitment of
administration at all levels, reduction of faculty workload stressors, provision of faculty
professional development activities, and sustainable funding.
Alterative Reasons for Implementing IPE Initiatives
Other reasons organizations have implemented IPE initiatives include dealing
with dwindling clinical placements and having the opportunity to receive funding.
Hodges and Kline (2005) described the development of IPE and IPC initiatives as a
strategy to handle the difficulties in locating clinical placements. They explained that a
clinical placement consortium was developed among academic schools and clinical
agencies to find and coordinate clinical placements for nursing students. The increased
competition among schools of nursing for clinical sites and the decreased ability to locate
quality clinical sites were the impetus for this collaborative effort. The researchers
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mentioned a number of outcomes resulting from this collaborative initiative, including
less competition for clinical placements, improved relationships between and among
nursing programs and clinical sites, an improved decision-making process, and an
improved collaborative effort to identify new clinical placements.
From a different perspective, Pringle (2005) editorialized that a lack of
collaboration between registered nurses (RNs) and practical/licensed practical nurses
(PNs/LPNs) in Canada is hampering locating and securing clinical placements because in
most IPE initiatives, PNs are not included. This leads one to wonder which other
disciplines are being excluded from IPE initiatives and what the outcomes are because of
the exclusion of these disciplines. In the same editorial, Pringle suggested that RNs do
not fully understand the PN/LPN scope and role of practice because both groups of
nurses are educated in silos. Pringle asserted that the nursing profession should not only
embrace IPE initiatives but also promote collaboration within the nursing profession.
Another reason academic organizations are developing IPE initiatives is financial.
Financial Support for IPE Initiatives
As previously mentioned, Health Canada (2003b) began the first cycle of funding
IPE and IPC initiatives throughout Canada. Money was granted to academic institutions,
practice sites, and various health authorities and networks such as provincial governments
and academic health councils to commence IPE initiatives. The funding for the first cycle
of IPE initiatives ended in 2008.
A college in northwestern Ontario is, the site of this SCP, applied for and
received funding in January 2009 from HealthForce Ontario for the implementation of an
IPE initiative. The leaders who wrote the proposal felt that the IPE was a learning
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strategy needed to prepare graduates of the college to work within a collaborative
practice environment. At the time of the funding, the majority of IPE initiatives applied
for included only health programs, but some initiatives also included health and social
worker programs.
The college felt that individual or family biopyschosocial needs are met not only
by health professionals but also by all of the other professionals who come into contact
with them. In its proposal, the college included 10 health and community service
programs: child and youth worker, dental, developmental services worker, law and
security, medical radiation technology, nursing, paramedics, police foundations, and
social service worker. In 2010, the native child and family worker program was added to
the list.
As a student-centered organization, the college (2010) celebrates the diversity of
its learners as it prepares them to work in northwestern Ontario and beyond. The
college‟s values at the onset of the IPE initiative included respect for individuality and
equality for all through the provision of a caring and open environment that fosters
learning, growth, and collaboration. Change is evolutionary, and as an organization, the
college was undergoing a cultural transformation at the time of the study. Members of the
college community were in the process of developing a 3-year strategic plan to evaluate
who they are and what they stand for (Porter-O‟Grady & Malloch, 2007). The current
mission of the college is to “enrich lives through learning and to celebrate learners,
employers, community, employees in all their diversity” (p. 1).
A leader‟s role also is evolutionary. The leader needs to ensure that the IPE
initiative will reflect the organization‟s changing values and mission statement, as well as
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dialogue with other funded organizations about lessons learned, major strengths and
challenges of the initiative, and suggestions for other organizations that are interested in
engaging in an IPE initiative. Another area that organizations need to consider in
developing IPE initiatives is the establishment of partnerships with key stakeholders,
educational institutions, health care agencies, and professional leaders. Successful
partnerships can promote clearer direction to an activity, share resources, and save time
and money.
IPE Partnerships
Brown, Falkingham, Fischback, Nerud, and Schmidt (2005) conducted a study on
the development of a partnership among schools of nursing, a board of education, and a
board of regents. The outcome of the partnership was the provision of a seamless
transition from the PN/LPN program to the associate degree nursing program. It also
allowed the stakeholders to design a curriculum built on the principles of adult learning
and past student learning. Brown et al. indicated that the partnership forged was
important in supporting the needs of the community and the students.
A number of Canadian partnerships among organizations were formed as the
result of funding from the PHCTF. For example, Queen‟s University Faculty of Health
Sciences (2005) developed the QUIPPED project, a partnership between three schools
(medicine, nursing, and rehabilitation therapy [occupational and physical therapy]) and
one program. The goal of the project was to create an IPE environment that would
enhance the ability of the students and faculty to provide patient-centered care within a
respectful and collaborative framework.

18
The College of Health Disciplines at the University of British Columbia on behalf
of the Interprofessional Network of British Columbia (2005) developed a multiproject
initiative involving health authorities, the provincial government, many postsecondary
institutions, and the British Columbia Academic Health Council. This project included 10
health professional groups. The goal of this project was to promote a system change in
health and postsecondary institutions across British Columbia by training students and
professionals to work collaboratively. A list of all the IPC projects funded by the PHCTF,
including their objectives and activities, can be found on the Ontario Ministry of Health
and Long-Term Care‟s website. Along with forging partnerships in an IPE initiative, it is
important that organizations and leaders be aware of the position statements that
professional groups have toward IPE and practice.
Impact of Professional Bodies and International Organizations
Ginsburg and Tregunno (2005) indicated that a challenge to the success of IPE
and IPC initiatives is the “strength of different professional cultures” (p. 178). Each
profession has distinct beliefs, values, and standards that can either facilitate or act as a
barrier to implementing an IPE initiative. In 2005, the CNA released a position statement
indicating that the Canadian people have a right to a health care system that meets their
individual biopsychosocial health needs and that to accomplish this goal, the health care
system needs to “be strengthened through effective collaboration among health
professionals” (p. 1).
In 2006, Enhancing Interdisciplinary Collaboration in Primary Health Care
(EICP) created a Pan-Canadian steering committee comprised of representatives from 10
Canadian health care associations invested in enhancing IPC in primary health care
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(occupation therapists, social workers, speech-language pathologists and audiologists,
medical, nursing, pharmacists, physiotherapy, psychological, coalition on enhancing
preventive practices of health professionals, dieticians, and family physicians). The
committee released a draft document describing a set of principles and framework that
Canadian health care professions should employ in the development of “effective and
efficient” policy, program, and service decisions in an effort to promote and sustain IPE
and IPC initiatives within the primary health care system. Focus group sessions,
workshops, meetings, surveys, and the analysis of workbooks and research reports were
used to generate the six foundational principles and seven interrelated elements. The six
principles included “focus on the patient/client; population health approach; quality care
and services; access; trust and respect; and communication” (EICP, 2006, p. 1), and the
seven interrelated elements were “health human resources; funding; liability; regulation;
electronic health records; management and leadership; and planning and evaluation”
(EICP, 2006, p. 4).
The WHO (2010) recognized that several health care systems throughout the
world are being challenged to meet the complex health care needs of individuals and
communities. In 2010, the WHO, a proponent of IPE and IPC, released a report on
interprofessional education and IPC initiatives. The WHO validated the need to
strengthen the principles of primary health care and to build a flexible health workforce.
Education and health care organizations need to “coordinate health workforce strategies”
(WHO, 2010, p. 10), and IPE and IPC initiatives were identified as innovative strategies
that would generate the appropriate allocation, mix, and supply of health care workers.
IPE is a necessary step in preparing graduates to work within a “collaborative practice-
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ready health workforce” (WHO, 2010, p. 7). The next area of the PTF that needs to be
examined is the impact theory.
Program Impact
The impact theory component of the PTF is a course of action that brings about
positive educational change. In the academic setting, the action is reflective of
professional change and the creation of an interprofessional curriculum.
Curran, Sharpe, and Forristall (2007) stated that “diverse attitudes and values
prevail amongst disciplines, including a lack of respect and knowledge of each other
which leads to a barrier to interprofessional teaching and learning” (p. 893). Curran et al.
asserted that changing the way professionals are educated is the way to achieve system
change. Introducing IPE into the academic setting is a significant educational paradigm
shift for faculty who are expected to collaborate with other disciplines in the development
and delivery of a new initiative.
Professional Change
In many educational institutions, faculty and administrators are responsible for
designing, implementing, and evaluating academic changes within their own disciplines.
An IPE initiative changes this process so that faculty and administrators from multiple
disciplines are integrated and work collaboratively within a multiprofessional team
environment to design, implement, and evaluate an IPE initiative. This process brings
about new challenges for educational institutions and faculty.
Change is a natural phenomenon that occurs daily and in various degrees. Some
change is expected and prepared for; other change is unanticipated. The IPE initiative
was a planned organizational change, but it may not have been an expected educational
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change by faculty. Brooten, Hayman, and Naylor (1978) described change as “a process
which leads to alterations in individual or institutional behavior” (p. 79).
The design, implementation, and evaluation of the IPE initiative at the college
was enhanced by using Lewin‟s (1951) change model to guide the process. Lewin‟s
model of change is an example of one type of change model that is easy to use and fits
well within a planned educational change. Lewin described change in terms of field
theory. In Lewin‟s model of change, individuals‟ behavior is a function of the
environment and the individual. Lewin saw change as a psychological and dynamic
process that involves unlearning and complex relearning to restore one‟s feelings,
thoughts, attitudes, and insight. He identified three discrete stages in the process of
change: unfreezing, moving or experiencing change, and refreezing.
Stage 1: Unfreezing. People and organizations function within a comfort zone or
status quo as long as everyone is satisfied. The unfreezing stage of Lewin‟s (1951) model
of change begins when the status quo is disrupted and a problem has been identified. The
process of change also can be facilitated by an awareness of opportunities, needs, or
problems requiring action, innovation, and creativity (Farrell & Broude, 1987; PorterO‟Grady & Malloch, 2007).
The Canadian government selected IPE and IPC initiatives as strategies to lower
health care costs, decrease medical errors, and improve person-centered care. To support
the new IPE and IPC initiatives, the government offered start-up funding opportunities.
Accepting the grant money is the easy part of the IPE initiative for institutions, but
developing a shared vision of educating students collectively rather than in silos is more
challenging. A shared vision “is the sum of the personal visions of all participating
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individuals and occurs when a group collectively develops a picture for the future”
(Senge, 2006, p. 1).
At the start of any new initiative, emotions and resistance to the change are
triggered. Faculty often express strong beliefs about how students should be educated.
Moving the faculty members past their attitudes, anxieties, and beliefs is essential for the
IPE initiative to advance. A participatory action research (PAR) approach can facilitate
progress. In the PAR approach, all participants are in control of the change and have an
equal voice in all aspects of the initiative, ranging from decision making to evaluation
and dissemination (McNiff, 2002).
PAR builds on the action research and group dynamic model developed by Lewin
(1951). Using a PAR approach, the IPE steering committee was formed. Committee
representation came from all of the disciplines engaged in the IPE initiative, an
administrator, and a team leader. Depending on the type of IPE model and educational
institution selects, the IPE steering committee may require representation from clinical
practice, students, and laypersons. Use of Lewin‟s model of change and the PAR systems
change approach guided the IPE steering committee to move into Stage 2 of Lewin‟s
change model.
Stage 2: Moving or experiencing change. Lewin (1951) classified this stage as
the discomfort zone. In this stage, “decisions about acceptance of the change is made”
(McLaughlin, 2004, p. 9). During this stage, the goal is to move beyond emotions. A
strategy to move toward objectivity called for the development of a standardized written
plan of action. The IPE steering committee identified the step-by-step goals necessary to
implement and evaluate the IPE initiative (see Appendix C).
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Scheduled regular meetings are essential, and agenda items should be based upon
the established plan of action. The first goal in the design of the IPE initiative was to
complete a literature search to collect evidence of the specific topics and goals identified
by the IPE steering committee, including known IPE strengths and barriers, curriculum
models, infrastructure needs, and program evaluation tools. The literature identified the
scheduling of classes and infrastructure issues as major barriers to the success of an IPE
initiative (Daley, 2004).
This information guided the IPE steering committee to determine whether these
barriers existed at the college and then to develop strategies to overcome these known
barriers. One strategy to deal with scheduling issue was to identify the key individual
within the college responsible for this task. Collectively, the team leader and the college‟s
scheduling officer developed a system whereby the faculty and student timetable
automatically blocked off IPE date, time, and classroom.
Other issues that IPE steering committee members needed to reflect upon in the
second stage of change were faculty and administrative professional development needs,
infrastructure issues, human resource requirements, curriculum design, and evaluation
process. Issues were generated based upon the organization‟s vision, mandate and
strategic plan, information found in the literature, and dialogue with other educational
institutions engaged in an IPE initiative. This complexity required making ongoing
adjustments and decisions. An established decision-making process aided in decreasing
emotions and promoting objectivity and mutual respect. An example of a decisionmaking process is McNamara‟s (2003) seven-step decision-making process: definition of
the problem, potential causes, alternatives, selected approach, implementation,
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monitoring and verification. Each decision should be catalogued, including the date and
process, and accessible by all IPE members.
The third stage of Lewin‟s (1951) model is refreezing. During this stage, the
change is evaluated to determine whether it has been accepted by the faculty members
and the organization and whether it has become part of the status quo.
Stage 3: Refreezing. Refreezing is a continuous process. In this stage, growth
occurs. Partnerships often are forged with clinical placements and educational
institutions. Administrators are evaluating the IPE initiative for sustainability or
expansion, and faculty members are seeking and developing new and innovative teaching
strategies, as well as revising the curriculum. From the faculty members, IPE champions
will emerge. The Registered Nurses Association of Ontario (RNAO, 2010) described
champions are individuals who assist with knowledge transfer, promote the initiative,
share resources, and sustain the change.
Change is normal and inevitable, but it is not easy to accept or implement.
Utilizing the PAR approach in conjunction with a model of change such as Lewin‟s
(1951) model promoted the participants‟ control and equality, facilitates transparency in
the IPE initiative, and fosters interprofessional socialization. A major role in the design of
the IPE initiative and the role of the IPE steering committee was the development of the
IPE curriculum.
Curriculum
Internationally, governments are seeking alternative models of care delivery to
provide consistent, person-centered care. Even though IPE and IPC initiatives continue to
gain momentum within the educational and clinical settings, their effectiveness and
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impact on practice remain relatively unknown. In evaluating learning models,
professional behaviors have been found to be positively changed (Gilbert et al., 2000;
Reeves & Freeth, 2002), and this change of behavior may impact team efficiency and,
eventually, the effectiveness of person-centered care outcomes.
Three primary learning models from the educational world were found in the
literature: course, simulation, and experiential practice. The length of the learning model
varied from short term to longitudinal. The IPE initiative selected a longitudinal course in
order to achieve the selected core competencies. Following are examples of each type of
learning model:
Short-term course. IPE courses can be short term or longitudinal. Two examples
of short-term IPE courses were described by Carpenter (1995) and Freeth and Nicole
(1998). Both initiatives from the United Kingdom (UK) were designed in the early stages
of IPE.
Carpenter (1995) discussed a 1-day IPE course for 23 final-year medical and
sixteen 4th-year senior nursing students in the UK. The theoretical underpinning for the
course was contact theory. The aim of the course was to enhance the students‟ attitudes
and knowledge of each other‟s professional role and to explore strategies to work
collaboratively in a patient-focused manner. Evaluation was completed through pre- and
postquestionnaires. Results indicated that the students enjoyed the collaborative learning
experience and felt that their knowledge of interprofessional practice had improved.
However, attitudes toward each other were different. The nursing students‟ attitude
toward medical students had improved, but the medical students‟ attitude was unchanged
or slightly poorer.

26
Freeth and Nicole (1998) conducted a pilot study on the IPE initiatives delivered
over four half-day sessions in a 4-week period with seven final-year medical students and
seven nurse graduates. The aim of this IP learning activity was to develop a range of
clinical and communication skills between the two professions. Collaboratively, the
participants worked on several person-centered scenarios. During each session, they were
supported and encouraged by facilitators to use their teamwork skills, share their clinical
knowledge, and discuss professional stereotypes. Evaluation was based upon a
questionnaire, an interview, and observational data. Results indicated that the participants
enjoyed their IPE learning experience and believed their knowledge of clinical and
communication skills had improved. It also was found that the facilitators‟ teaching and
learning skills varied as the result of their own traditional professional socialization.
Canadian IPE models of learning that were started later had similar attributes to the UK
IPE models of learning.
Cook (2005) wrote an overview of the Canadian IPE models of learning. He
found that most IPE models of learning include only a small percentage of students
enrolled in a health discipline; experience often is mandatory, case based is the selected
learning strategy, students are placed in multiprofessional teams to work on the cases,
and there is a lack of sufficient evidence to validate the effectiveness of IPE programs.
Cook noted that several Canadian models have two primary learning objectives, namely,
that “students will learn about the roles of other professions, and how it interfaces with
their own role; and students will learn key behaviours to make the health team
functional” (p. 108).
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Longitudinal course. The University of Toronto Office of Interprofessional
Education (2008) released a report describing its mandatory longitudinal, competencybased IPE curriculum for 10 health science disciplines (dentistry, medical radiation
sciences, medicine, nursing, occupational therapy, pharmacy, physical education and
health, physical therapy, social work, and speech-language pathology) starting in 2009.
This program will involve 1,400 students each year, and the core competencies will be
related to “values and ethics, communication and collaboration” (University of Toronto,
2008, p. 4). By graduation, each student will participate in a series of module and
practice-based learning activities. An example of course- (i.e., module-) based learning is
a course taught in Year 1 entitled, “Introduction to the Values and Ethics,” and a learning
activity entitled, “Lunch and Learn.” Many of the IPE models of learning include
students from health and social care professions. There are few sustained
interprofessional learning (IPL) opportunities in educational institutions that engage
learners from health and community service programs (Anderson & Lennox, 2009).
Simulation. Simulation is a learning strategy that promotes authenticity within a
controlled environment. Morton defined simulation as a learning strategy that duplicates
“some or nearly all of the essential aspects of a practice situation so that the situation may
be more readily understood and managed when it occurs for real in clinical practice” (as
cited in Jeffries, McNelis, & Wheller, 2008, p. 3). In this environment, multiprofessional
teams can make collaborative clinical decisions, and reflect and determine appropriate
person-centered care actions. There are a variety of simulation models of learning,
including education-based clinic, mannequin, and mock scenarios.
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Education-based clinic. Copley et al. (2007) described the creation of two
education-based clinics that arose from a partnership between two Australian universities.
The clinics had been in existence for 8 years at the time of the article and were created for
occupational, speech pathology, and music students. These groups of students were
selected because they all “provide paediatric services, [deal with] common clients with
complex needs requiring an integrated approach, and the clinics provide clinical training
that was both reflective of, and promoted, IP practice” (Copley et al., 2007, p. 2). All
students from the three disciplines spent regular clinic time accompanied by clinical
instructors from their disciplines. The role of the clinical instructors was to support the
students‟ learning inside and outside the clinic setting.
The students‟ role was to collaborate with other health care professional students
in the development of person-centered interventions. Occupation and speech pathology
students were included in the qualitative evaluation process. Both groups of students
indicated that their skills in the following areas had increased: knowledge about patients‟
difficulties; integration of more interventions; knowledge about other professionals‟
roles; and team-building skills. Challenges reported by the interprofessional students of
the university-based clinic experience were the need for more scheduled planning and
goal-setting time, increased flexibility, and the willingness of others to listen.
Mannequins. A common form of simulation is the use of mannequins in the
practice and laboratory settings. Hamman et al. (2007) described a multiprofessional,
team-based simulation on a patient unit whose aim was to improve effective team
functioning and, ultimately, patient care safety. Using a mannequin, the “team solves
complex patient situations that require effective team coordination and technical skills”
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(Hamman et al., 2007, p. 1). The team‟s performance was videotaped and analyzed
postsimulation to reflect and analyze effective and ineffective team performance and
behaviors. The organizational infrastructure strengths and challenges also were identified
and “flagged for follow-up and resolution” (Hamman et al., 2007, p. 2). Hamman et al.
did not provide information about evaluation strategies or outcomes.
Dillon, Noble, and Kaplan (2009) described an interprofessional mock code
learning activity conducted with 3rd-year medical and 4th-year nursing students within a
laboratory setting. The students volunteered to be part of this IPE learning activity, and
similar to the Hamman et al. (2007) study, the learning activity was videotaped. Two
reasons were given for videotaping this mock code learning activity, namely, to allow
students not engaged in the activity to observe from another room and to use the
videotape within a debriefing session for those students engaged in the activity. The
debriefing session focused on “clinical skills, decision-making processes needed in a
crisis situation as well as the student‟s feelings” (Dillon et al., 2009, p. 88).
The evaluation process used a convenient sample of 82 participants pretest
(nursing n = 68, medical n = 14) and posttest (nursing n = 31; medical n = 9).
Quantitative and qualitative data, including demographics, were collected. The tool
administered pre- and postsimulation was the Jefferson Scale of Attitudes Toward
Physician-Nurse Collaboration. Results indicated that the nursing students scored higher
than the medical students on the pretest. Dillon et al. (2009) commented, “Nursing
students reported feeling subservient to physicians but acknowledged the need to
collaborate…after the [mock scenario] they rated their role as collaborative, and as part
of the team” (p. 89). Posttest, the medical students showed gains. The medical students
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“viewed the need to improve collaborative relationships with the nurses” (Dillon et al.,
2009, p. 89).
Qualitative themes identified were communication and teamwork. Both groups of
students viewed teamwork and communication essential for a positive nurse-physician
relationship. Another type of simulation is the use of actors.
The experiential-practice model is the last model of learning. Many of the models
of learning are based upon a person-centered health care issue.
Experiential practice. American-based Jefferson Health Mentors Program
(JHMP), an experiential practice model, has been in existence since 2007 (Arenson et al.,
2009). The JHMP is a student-mandatory IPE model. Mandatory requires that all students
from the six professional groups (family and couples therapy, medicine, nursing,
occupational therapy, physical therapy, and pharmacy) who are registered in a 2-year
longitudinal curriculum attend the IPE sessions. Each student is placed in a
multiprofessional group with members from three or four professions, along with a
volunteer adult health mentor (i.e., a person living with one or more chronic conditions).
The goal of each team of students and the health mentor is to complete a variety of
activities based upon the Wagner chronic care model. This IPE model promotes the
competencies of understanding each professional‟s role and scope of practice, the
importance of person-centered care from the patients‟ perspectives, and the complex
needs of individuals experiencing chronic illness. Two UK IPE models focus on personcentered care. Evaluation of the project was not available at the time this paper was
written.
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Anderson and Lennox (2009) described the Leicester model, which has been in
existence in the UK since 1995. This model was developed initially to prepare medical
students to work with and meet the needs of individuals living in poverty and deprivation,
but it evolved to include medical, nursing, and social work students. Each student is part
of a multiprofessional group whose aim is to learn about the complexities of
implementing multiagency care to patients living in a low socioeconomic environment
under the guidance of educational faculty and practitioners. Each student follows a “cycle
of learning and applied a problem-solving, experiential learning approach which
promotes deep learning” (Anderson & Lennox, 2009,
p. 557). Evaluation results found that all 90 students in Anderson and Lennox‟s study
valued the IPL experience. Twenty students raised concerns about the placement of the
experience within the curriculum, negative emotions around working in a low
socioeconomic geographic area, lack of confidence related to group presentations, and
the depth of available educational material. This model of learning promotes the IPE core
competencies of students‟ understanding of each other‟s role and scope of practice, teambuilding skills, person-centered care, and the role of agencies in meeting the needs of
individuals.
Another UK experiential-practice model of learning is the Trent Universities
Interprofessional Learning in Practice Project (TULIP), a partnership between two
universities that includes students from 13 (12 health and one social) professions. The
goal of the TULIP project was to develop “sustainable models of IPL that promote and
facilitate the professional skills of students through collaborative working within the
practice setting” (Armitage, Connolly, & Pitt, 2008, p. 279). Eight pilot practice sites
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were created. An interprofessional leader was assigned to each site to support students
and staff; staff members from each site were provided with professional development
activities; and service users (patients, care providers, and service users) were included in
the project. The project generated a number of practice principles that the participants felt
would be needed if another educational facility were to design a similar project. The
principles discussed included coordination of activities, design, implementation and
evaluation of the curriculum, learning activities, selection and recruitment of students and
staff, staff professional development activities, and the evaluation process (Armitage et
al., 2008).
In 2009, Armitage, Pitt, and Jinks detailed the initial findings of the TULIP
project. The evaluation took place at the first of eight TULIP project sites. The data came
from a focus group, one-on-one interviews (n = 10), documentary analysis, and
questionnaires (n = 24). The strengths of the TULIP project at the one site included the
continued need for IPL for students in health and social professional programs, staff
preparation for IPL, students and clinical professionals understanding of other
professionals‟ roles, and the exposure of stereotypical beliefs. The identified challenges
included whether the site leader should or should not be a staff member from the ward;
the need for teaching resources; service users who found that they were ineffective in
meeting their goals; and nursing dominance.
The last UK experiential-practice model was another partnership between two
universities. The Combined Universities Interprofessional Learning Unit (CUILU, 2005)
generated an interprofessional capability framework (ICF) whose aim was to allow
students to reach a level of proficiency in obtaining interprofessional core competencies
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such as understanding each other‟s role and scope of practice. The universities felt that
prior to the development of the ICF, students were only at a novice level.
The ICF was created by examining and mapping out the quality assurance
benchmarks (academic characteristics and standards) for undergraduate programs, the
knowledge and skills framework from the national health and social care standards, and
the professional regulatory guidelines for each profession. The ICF contains four
domains: “knowledge in practice; ethical practice; interprofessional working; and
reflection” (CUILU, 2005, p. 9). The CUILU project used mentors to teach, support, and
assesses students within the practice domain. A barrier identified by the project was the
“stereotypical and counter-productive views of other professions…linked to issues of
professional status and power relationships” (p. 142). A number of recommendations
came out of the CUILU (2005) project, including the need to develop more organized
multiprofessional, student-based IPE learning opportunities with specific objectives; the
importance of champions within the practice site supporting the students; the examination
and possible use of nontraditional clinical placements; the need for patients and service
users to continue to work with students with the required organization and sufficient
resources; and the availability of adequate resources in each clinical site. Besides
determining the model of delivery for the IPE initiative, it is important to establish the
IPE core competencies that students will need to achieve.
IPE Core Competencies
Objectives of IPE initiatives. In 2005, Cook identified two primary reasons for
developing IPE initiatives: (a) increase the learners‟ knowledge about the role and scope
of practice of other health care professionals, and (b) improve the learners‟ ability to
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work effectively within a team environment. These two objectives continue to be
relevant. In 2007, the Canadian Interprofessional Health Collaborative Consortium
(CIHCPIS) released a document examining a list of IPE core competencies that
organizations are using in their IPE initiatives.
National and international IPE core competencies. The CIHCPIS (2007) found
that IPE core competencies are not global and are “bound to disciplines, geographical
location, and varying interpretations” (p. 16). Figure A1 identifies the IPE core
competencies approved by national and international education and health organizations.
The Interprofessional Education Consortium‟s IPE core competencies include
“family-centered practice, integrated services collaboration/group process, leadership,
communication, assessment and outcome, and social policy issues” (p. 12). At the
University of Toronto, Canada‟s core IPE competencies are categorized into three areas:
“knowledge (role of other health professionals); skills (communicating with others and
reflecting upon my role and others); and attitudes (mutual respect, willingness to
collaborate, and openness to trust)” (CIHCPIS, 2007, p. 15). In identifying commonalities
among the core IPE competencies, the researcher found the following terms: patientcentered practice, communication, respect, collaboration, and problem solving/decision
making. A core competency mentioned in the document is the ethical responsibility of
IPE teams. Although there were differences, many faculty, in designing their curriculum,
used this document as a guide in selecting IPE core competencies.
Canadian IPE/IPC competency framework. In 2010, the CIHCPIS released an
updated document funded by Health Canada. The steering committee was mandated to
examine the IPE/IPC literature and frameworks, and then develop a Canadian IPE/IPC

35
competency framework. After conducting an extensive literature search and examining
IPE competency frameworks, a national competency framework of six competencies was
generated: “interprofessional communication; patient/client/family/community-centered
care; role clarification; team functioning; collaborative leadership; and interprofessional
conflict resolution” (CIHCPIS, 2010, p. 9). This framework was developed to guide
educators in designing an IPE curriculum and practitioners in becoming collaborative,
interprofessional, team-based players.
Figure D1 (see Appendix D) illustrates the CIHCPIS (2010) national competency
framework. In this framework, each of the six elements is defined and accompanied by a
list of criteria. For example, some of the criteria under the heading of Role Clarification
include respecting the diversity of other health and social care roles, incorporating
cultural sensitivity when performing their role, and retaining professional identity when
reflecting on other‟s roles. Under the heading of Team Functioning, some criteria include
promoting healthy working relationships, respecting team ethics, and engaging in selfreflection.
When designing a curriculum for an IPE initiative, faculty must collaborate to
identify (a) which IPE competencies will be incorporated into the curriculum, and why;
(b) how the competencies will be threaded throughout the curriculum; and (c) what types
of learning modalities (i.e., classroom, laboratory, clinical) will be used in their IPE
initiative. In examining both CIHCPIS (2007, 2010) documents, interprofessional ethics
and social advocacy were identified as important concepts that need to be imbedded
within an IPE curriculum. Cook (2005), however, did not find ethics and social justice
included in the two primary objectives for IPE initiatives.
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Ethics and Social Justice
The CIHCPIS (2007) asserted that IPE initiatives have an “ethical and social
responsibility for advocating for the promotion of public policy and for protecting the
health of the public” (p. 11). This competency requires that IPC and IPE teams rather
than individual disciplines ensure a “balance between individual, professional, system
and societal needs” (CIHCPIS, 2007, p. 11). IPE steering committees responsible for the
design of IPE initiatives need to consider ethics and social justice as threads throughout
the curriculum.
McGrath and Holewa (2006) examined ethical decision making within
multiprofessional teams. They found that even though there is a shared
“conceptualization of ethics as patient-centred care” (p. 234), there are times of tension
and conflict among the disciplines in determining the best course of action.
Recommendations from this study included the development of an autonomous, even
structure that would allow the team members to work collaboratively based upon mutual
respect and positive communication.
Irvine, Kerridge, and McPhee (2004) felt that ethics should be an essential part of
shared social practice. Teaching learners from different disciplines about
interprofessional ethics and social justice requires a learning environment that fosters
reflection and discussion. Using an ethical framework may be helpful in structuring the
dialogue. Most disciplines have their own ethical standards of practice that advocate for
patients, families, and the community. For nurses, the CNA (2008) expects them to
“address broad aspects of social justice that are associated with health and well being of
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patients” (p. 3). Nurses must be cognizant of their patients‟ state of health, the social
determinants of health, and the social injustices affecting their patients‟ well-being.
At the same time, the CIHCPIS (2007) indicated that it expects the disciplines to
collaborate in addressing practice-based ethical issues and social inequities for their
patients and the community at large. The introduction of ethics created a point of
discussion for faculty involved in designing their IPE initiative. Faculty need to
determine not only where and how to introduce ethics but also what the code of ethics for
each professional body engaged in the IPE initiative will be. For example, nurses are
expected to “maintain knowledge and awareness of aspects of social justice, and advocate
for public policy” (CNA, 2008, p. 12), whereas the police have a code of ethics that
requires them to serve with “courage, fairness, impartiality and integrity that honour
human dignity” (British Columbia Police, 2011, p. 1), and social service workers are
required to pursue social justice (Canadian Association of Social Workers, 2005).
Even though each professional group has a discrete code of ethics, social justice is
the general link among them. It would be of some benefit to faculty and students from all
disciplines within an IPE initiative to examine each other‟s ethical standards of practice
and the framework that governs their practice in identifying similarities and differences
among their disciplines. This examination would guide them in determining how to blend
each other‟s ethical and social justice standards of practice into an interprofessional
framework without impinging on their own. It also would help each profession to
understand whom they consider the recipients of their service: individual patient/client,
family, or community. It also would give them the opportunity to self-reflect on their
value systems. Two areas to consider when designing an IPE curriculum are the use of a
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theoretical framework as well as the use of strategies to guide the students in transferring
theory into the practice setting.
Learner Evolution
The last area of the PTF to be discussed is the learner evolution. This area
examines four issues: theoretical framework, adult learning principles, learning strategies,
and professional identity
Theoretical Framework
A theoretical framework is a collection of interrelated concepts. The IPE steering
committee should select a theoretical framework to guide them in the design,
implementation, and evaluation of all aspects of the IPE curriculum. Charles, Bainbridge,
and Gilbert (2010) suggested that IPE initiatives lack a “defined theoretical framework to
guide the courses and program development” (p. 9) and, therefore, lack the evidence
required to measure their effectiveness. Charles and White (2008) stated that educators
“often appear to construct evidence as though it were independent of theoretical
interpretation and explanation. The use of any measurement used to create evidence
assumes a theoretical orientation toward the phenomenon under study” (p. 71). Evidence
is required to determine the sustainability and expansion of any initiative.
A curriculum is a body of knowledge composed of chronologically placed
courses. Health, social, and community service programs offer courses that are taught
within the theory and practice realm to complement each other and enhance learning.
However, in examining the IPE initiatives, it became evident that there was a dearth of
literature on the creation of a theory-to-practice IPE model of learning. D‟Amour and
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Oandasan (2005) indicated the need to bridge the gap between IPE and interprofessional
practice, noting that the “two fields of inquiry need a common basis for analysis” (p. 8).
Adult Learner
The learner evolution “pulls into focus the critical assumptions about how and
why the intended recipients of service will actually become engaged within the program”
(Rossi et al., 2004, p. 142). The recipients of the IPE program are the students from
multiple professions, all of whom are adult learners who need to be prepared to work
within an IPE environment.
Knowles (1984, 1990) identified adult learning as the promotion of active
learning grounded in personal past experiences. The assumptions embedded within
Knowles‟s (1984) model are based upon the art and science of helping adults to learn.
Adult students are reflective and self-directed, are motivated to learn, base their learning
upon past experiences, and are expected to take responsibility for their decisions. Their
learning activities should be fully explained, immediately relevant, and experiential in
nature (Cooper, 2009).
Another adult learning model is the characteristics of adults as learners (CAL)
model developed by Cross (1981). The CAL model integrates the theoretical frameworks
of Knowles and Rogers. It is based upon four principles that need to be considered when
developing an adult learning program: capitalize on the varied experiences of the
students, adjust to the aging limitations, challenge the students to move to a higher level
of personal development, and offer learning options and program flexibility. The premise
is that students have different characteristics; ages (20, 40, 50); developmental phases
(adolescent, young, mature); and situational issues (single, married, full-time workers,
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part-time workers). Faculty need to consider both adult learning principles and innovative
teaching and learning strategies when designing IPE initiatives. Sargeant (2009) asserted
that IPE strategies need to vary in “content and process from much of traditional
continuing education” (p.179).
Learning Strategies
Craddock, O‟Halloran, Borthwick, and McPherson (2006) argued that adult
learning theories are not sufficient when developing an IPE initiative. They suggested
other methods of learning, including problem-based learning, an educational approach
that aspires to develop “analytical and critical thought, cooperative and self-directed
learning and the integration of knowledge and skills within the context of practice and
self-motivation” (p. 231). This form of learning allows students to identify and guide
their own learning objectives. The students undertake self-directed learning prior to
returning to the interprofessional team to work collaboratively to refine their acquired
knowledge (Lohman & Finkelstein, 2002).
Similarly, R. Brown, Kirkpatrick, Mangum, and Avery (2008) noted that
traditional methods of learning such as teacher-centered approaches no longer meet the
needs of current students or prepare graduates for the changing health care world. The
learning climate needs to be supportive and equal. This is a “shift in focus to reflecting,
learning, connecting, and thinking together” (Brown et al., 2008, p. 283). Students should
no longer read for information, main points, or key ideas; instead, they should take
control of what they read, become reflective readers, be in tune to their reactions to the
words, generate questions, and find meaning. Clark (2009) asserted that learning requires
reflection.
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Reflection. Clark (2009) indicated that IPE educators primarily focus on the
knowledge and skills outcomes that collaborative professions need to achieve “rather
than on designing the processes that should be implemented in educational settings to
ensure their acquisition” (p. 214). Clark also indicated that reflection is essential to
achieving two educational outcomes: collaboration and teamwork. Two components of
reflection important to IPE are personal and professional conflict and insight, and two
forms of reflection are primary and secondary. Primary refers to knowing one‟s personal
and professional values and beliefs, and secondary refers to stepping back and
reexamining these values and beliefs. This process of challenging a current belief, value,
or assumption and gaining new ones is transformational.
Using Mezirow‟s (1991, 2004) transformational model as a guide, King (2007)
defined transformational learning as a “cognitive process by which adults critically
evaluate previous unexamined beliefs, values, or assumptions; try new beliefs, values and
assumptions to determine the fit for themselves; and then develop a dramatically new
perspective of their worldview” (p. 26). Embedded within transformational learning is a
process that allows students to examine and analyze emancipatory values while moving
toward collaborative empowerment.
Emancipatory values. Emancipatory values can be social, political, or
educational. Learning strategies need to be designed and implemented to engage students
in self-reflection, promotion, and acceptance of self and others. A strategy that students
use is a reflective or a guided reflective journal. Reflective journals have long been an
educational strategy used to evaluate the learners‟ critical-thinking skills. Studies have
found that novice learners might require a guided reflective journal that aids them in

42
increasing their critical-thinking and reasoning skills (Lasater & Nielsen, 2007).
Structured journals can be used as a clinical or fieldwork assignment to “encourage
students to apply established theories or develop their own to make meaning out of those
experiences – an outcome particularly important in IPE” (Clark, 2009, p. 216). Journaling
is only one example of a learning tool that helps students to express their thoughts,
beliefs, and assumptions. It also facilitates their recognition of the social and structural
barriers that limit professional team collaboration. Several other teaching and learning
tools can be employed by students so that they can begin to examine their personal
beliefs and values, as well as social justice issues, as they strive to achieve emancipatory
knowing.
In emancipatory knowing, the students become members of a team within the
academic setting who can then transfer the knowledge, skills, and attitude that they have
learned to the practice setting. At the college, the students involved in the IPE initiative
were exposed to and dialogued with students from different disciplines about real-life
clinical situations from a holistic prospective to jointly discover solutions to social and
structural barriers that can be used in the practice setting (Chinn & Kramer, 2008). A
major goal of IPE initiatives and the college was for the learners to collaborate in
building a common IPE vision built on respect, communication, team building, and
shared decision making and problem solving that can distally strengthen IPC delivery
models within the practice setting and empower all members of the IPC team.
Empowerment is an interactive process that allows individuals to discover
strengths and gain self-efficacy. A strong and efficient IPC team has the capacity to
transform personal and professional decisions into collaborative professional actions that
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have the potential to improve patient care outcomes (Burkhardt, Nathaniel, & Walton,
2010; Oberle & Raffin Bouchal, 2009). Transformation of the learner involves strategies
of engagement.
Another teaching strategy to promote reflection within an IPE initiative is
appreciative inquiry. Appreciative inquiry is a team-building strategy that encourages the
students within a multiprofessional team to examine the strengths rather than the
problems of a practice situation and health care system. Appreciative inquiry is a valuable
tool not only for students but also for those already in the practice setting to foster
personal and professional growth, promote system development, and improve the
interconnectedness of care providers (Moody, Horton-Deutsch, & Pesut, 2007).
The literature has identified the need for alternative methods of teaching that
challenge and expand students‟ personal and professional knowledge to facilitate
collaboration and teamwork. S. T. Brown, Kirkpatrick, Greer, Matthias, and Swanson
(2009) conducted a global study examining the types of innovative pedagogies that are
being used in nursing education.
Research on teaching and learning. Using a transformative learning theory as a
theoretical guide, S. T. Brown et al. (2009) designed an electronic survey that was
distributed to 946 nurse educators of Sigma Theta Tau International. Demographically,
more than 93% of the participants were Caucasian, and 50% were between the ages of 51
and 60. Participants identified their primary pedagogical teaching strategy and ranked
their teaching/learning approaches. S. T. Brown et al. constructed a table listing the three
pedagogical strategies (conventional, blended, and inquiry), along with the corresponding
top teaching/learning approaches for each pedagogy. The teachers who used a
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conventional pedagogy most often employed case study, lecture, and person-centered
care; those who employed a blended strategy preferred case-based and evidence-based
approaches. The teachers who used inquiry preferred case-based, evidence-based,
inquiry-based, and person-centered care teaching/learning strategies. Case-based and
person-centered care were the most common teaching/learning strategies among the three
pedagogies. Reflective strategies were not identified in the top three teaching/learning
approaches.
In the same survey, faculty were asked to identify their primary teaching role. The
top three faculty roles identified were facilitator (88%), information provider (65%), and
mentor (45%). A limitation of the study was that only 2% of the participants were from
outside of the United States, so the sample did not constitute a global representation (S.
T. Brown et al., 2009). Besides examining appropriate teaching/learning approaches for
IPE initiatives, faculty need to consider whether there are differences in the motivation
and learning strategies of professional groups of students.
Salamonson, Everett, Koch, Wilson, and Davidson (2009) explored the
differences in learning and motivational strategies between 100 first-year medical and
565 nursing students from a large university in Australia. The researchers employed the
Motivated Strategies for Learning Questionnaire, a comparative survey design.
Demographically, there were more nursing students (82% vs. 56%; p < .001) in the study
who were significantly older than the medical students (M = 24.4 vs. 19.4; p < .001). The
nursing students ranked higher than the medical students for goal orientation. The
medical students had a higher mean score in the other four learning strategies of peer
learning (p = .003), help seeking (p = .008), critical thinking (p = .058), and time and
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study environment management (p < .001). At the end of first year, the medical students
GPA ranked higher than the nursing students (4.5, SD = 1.4 vs. 3.6, SD = 1.3; p < .001).
This study demonstrated that professional groups can have motivational and
learning strategy differences. This difference needs to be considered when developing
interprofessional teaching/learning approaches. One limitation of the study included
using only two professional groups; most IPE initiatives include three or more groups. An
area that has not been examined in depth is the concept of socialization and whether
socialization activities between and among disciplines promote team building; encourage
students to express their values and beliefs; and improve students‟ understanding of
others‟ disciplines, role, and scope of practice.
Socialization. IPE builds on social, theoretical and experiential learning (Reeves,
Goldman, & Oandasan, 2007). Students need the opportunity to work within an IPE
multiprofessional team environment that is safe and promotes equality, thus allowing all
members to articulate their thoughts, values, beliefs, and assumptions. However,
situational factors (moods); people‟s interpretation of the situation; and change itself can
affect the reaction of an individual or a team to the situation (Sargeant, 2009). A negative
reaction can impede communication, team building, and trust. Facilitation may be
necessary in guiding the IPE team to examine a situation or an experience. Each member
of the team needs to be encouraged to express and acknowledge each other‟s feelings and
emotions, be they positive or negative, as well as understand that each individual‟s
feelings and emotions can impact team behaviors, responses, and actions to a situation.
This is critical not only to learning but also to the success of an IPE initiative. Besides
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IPE socialization, each student needs to gain a professional identity. Similar to
socialization, this area has not been well researched.
Professional Identity
Professional identity means having an understanding of the specific knowledge,
traditions, values, beliefs, culture, and ethical and legal responsibilities of one‟s
discipline. Professional values often are incorporated within a discipline‟s curriculum.
Wilson (1996) commented that professional values are essential because they lead to a
sense of “belonging and a greater commitment which develops as the result of formation
and internalization of a professional identity” (p. 53). Arndt et al. (2009) cited Becker,
Greer, and Hughes‟s assertion that professional identity and role acquisition occur
directly through didactic teaching and indirectly through social interaction.
Socialization for the students will occur within their own discipline and within
their IPE team. During the students‟ education, they need to gain a clear understanding of
their own professional identity to begin to understand and appreciate the identities of
other professionals. Socialization for the students will take place within the classroom,
laboratory, and clinical settings. It is essential for students to be exposed to socialization
activities in their own disciplines as well as in the IPE component of their education.
Although a vast amount of information is available on teaching, learning, and
socialization strategies, it is necessary to determine whether the information meets the
needs of adult learners in being able to incorporate their own disciplines‟ standards of
practice and core competencies with the IPE core competencies.
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Gaps in the Literature
There has been a dearth of literature on IPE theory related to practice models of
learning. Research is needed to design a global IPE core competency framework. Limited
research has been available on IPE teaching and learning strategies, as well as the
evaluation tools that measure student‟s proficiency in obtaining the IPE core
competencies. Designing an IPE initiative is a multilevel task. Organizations, academic
administrators, faculty, and students require a broad spectrum of information to guide
them on this journey. This SCP was accomplished with input from the organizations,
administrators, faculty, and students engaged in the IPE process.
Conclusion
This chapter discussed the framework that guided the SCP. This framework
examined three interrelated program components important for the creation of an IPE
initiative organizational plan (political, academic, strengths and challenges, partnerships,
and professional bodies); program impact theory (professional change, and curriculum);
and learner evolution. The framework‟s three interrelated program components were used
to organize the national and international literature on IPE. Chapter 3 discusses the
model, design, and methodology of the study.
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Chapter 3: Model, Design, and Methodology
Introduction
Chapter 3 discusses the PAR approach and application to the SCP, as well as the
design and methodology of the study. This SCP focused on a comprehensive evaluation
of an IPE initiative at a college in northwestern Ontario in Canada. The research question
guiding the study sought to determine the elements needed to be considered and
partnerships developed in the design and evaluation of an IPE initiative within an
academic setting. The researcher applied a mixed methods approach to this
comprehensive evaluation of the IPE initiative.
The PAR Model
The PAR model encouraged all participants in the IPE initiative to have an active
voice throughout the SCP. Prior to determining the scope of the SCP, the researcher met
with the administrator and faculty to identify the evaluation aspects of the IPE project
that would be the most beneficial to the administration, faculty, and students. Through
engagement and relationship building, the SCP objectives and data collection methods
were developed. Throughout the SCP, the researcher held monthly meetings with the
administrator and faculty members involved in the IPE initiative to sustain relationships,
foster communication, and address issues of significance for all members; communicate
progress, and develop practical recommendations for the enhancement and continuation
of the IPE initiative. It is important to note that the entire IPE initiative, that is, from
design to evaluation, was based upon the PAR model, which requires input from all
partners.
PAR is a process concerned with “developing practical knowing in the pursuit of
worthwhile human purposes. It seeks to bring together action and reflection, and theory
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and practice in participation with others, in the pursuit of practical solutions beneficial to
people” (Reason & Bradbury, 2008, p. 4). This method was appropriate for the SCP,
which was an attempt to expand the current understanding and knowledge about the
practical aspects of the IPE initiative that will be useful to the individuals, organization,
and community engaged in it. The PAR design avoided external control by going directly
to the individuals involved in the IPE initiative. In chapter 2, the fact that evidence-based
literature on the topic has been minimal in Canada was discussed.
Methodology
The researcher applied a mixed methodology to this comprehensive evaluation of
the IPE initiative. A mixed methodology requires the collection of qualitative and
quantitative data. In Part I of this research, a qualitative method was selected to examine
the lived experiences of the administrator, and faculty members during the
implementation of the IPE initiative.
The quantitative approach used in Part II of the research examined the students‟
demographics, learning styles, methods of learning, adult learning principles, completion
of IP core competencies, and perceptions of the students‟ professional attitude and
behavior toward IPC. This method allowed the researcher to collect and analyze the data
in order to establish findings that could be generalized to other IPE initiatives. As
previously mentioned, limited studies have been conducted on students‟ learning style
and methods within an IPE initiative as well as their perception of their profession‟s
engagement in IPC.
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Mixed Methods Research
Polit and Beck (2008) defined mixed methods research as “research in which both
qualitative and quantitative data are collected and analyzed” (p. 758). Using a mixed
methods approach can enhance, enrich, or complement the area of inquiry as well as
address the research goals (Polit & Beck, 2008).
Part I: Qualitative: Administrators and Faculty
Creswell (2005) described qualitative research in education as occurring when
“the researcher relies on the views of participants, asks broad, general questions, collects
data consisting largely of words (or text) from participants, describes and analyzes these
words for themes, and conducts the inquiry in a subjective, biased manner” (p. 39).
Qualitative is an inductive, descriptive research method that uses reflecting,
learning, and constructing the meaning of the human experience with the individuals who
have lived the experience (Langford, 2001; Macnee, 2004; Polit & Beck, 2008). A
phenomenological approach seeks to avoid external control by going directly to the
individuals who were in the process of implementing the IPE initiative. The study took
place at the educational institution with the participants actively engaged in the IPE
initiative. The role of the researcher was to uncover meaning in context from the
perspectives of the individuals being studied (Creswell, 2005; Merriam, 1998). The
researcher‟s assistant conducted a one-on-one interview with the administrator in June
2010 and a focus group session with faculty members in August 2010.
Usually in qualitative studies, the researcher becomes the primary data-gathering
and analysis instrument. However, because of strong familiarity with the participants, the
researcher elected to hire a research assistant to conduct the one-on-one interview with
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the administrator and the focus group session with faculty to promote participant
confidentiality and encourage honest and forthright discussions. Qualitative analysis of
the participants‟ comments was completed by the researcher using a four-phase coding
and categorizing process to identify themes (Polit & Beck, 2008).
Part II: Quantitative: Students
Quantitative research is the “investigation of phenomena using manipulation of
numeric data with statistical analysis and can be descriptive, predictive, or casual”
(Melnyk & Fineout-Overholt, 2005, p. 593). The intent of this research method is to
allow the qualitative researcher to remain remote and disengaged from the individuals
being researched; reality in this case is seen as objective. The role of the researcher is to
gather and present evidence through the use of an instrument or questionnaire that
provides numerical data (Creswell, 2005). In the current study, the research assistant
administered a questionnaire to the students. Part I of the survey was completed in
September 2010, and Part II was completed in November, 2010. The researcher used
SPSS to analyze the data from the surveys with the support of a statistician. Descriptive
statistics were used to analyze and report the data.
Setting
The SCP was conducted at a college in northwestern Ontario in Canada. The
college is a publicly funded postsecondary institution serving the educational needs of
students in northwestern Ontario and beyond. It was established in 1967 and serves an
area exceeding 550,000 square kilometers that ranges from the main campus in Thunder
Bay to area campuses in Dryden, Fort Frances, Geraldton, Kenora, Marathon, and Sioux
Lookout. The college offers a full range of programs and educational services throughout
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the region, including full-time postsecondary programs, part-time credit and noncredit
courses, specialty programs for business and industry, preemployment and skills training
programs; apprenticeship programs, and cooperative and workplace training programs.
This academic institution was selected as the setting for this study because it had
designed and implemented an IPE initiative.
The funding for the initiative was received in January 2008 from HealthForce
Ontario (2007). Students from 11 health and community service programs at the college
were engaged in the IPE initiative. The programs include law and security, police,
paramedic, recreation leadership, developmental services worker, social service worker,
dental, nursing, medical radiography technician, youth and service worker, and native
child and family services. The participants in the SCP were the health and community
service administrator, faculty members, and students engaged in the IPE initiative.
According to Polit and Beck (2008), a researcher considers the study site ideal if (a)
entrance is possible, (b) the setting has high potential for information richness, and (c) the
researcher can adopt and maintain an important role with the participants. The college
met all the criteria for an ideal study site.
A meeting between the researcher and the dean of health and community services
at the college took place in December 2009 to discuss the purpose of the SCP and the
process to conduct research within the institution, address any questions regarding the
project, solicit participants for the project, and seek permission to gather preliminary
information about the institution. The dean gave the researcher a formal letter in April
2010 granting permission to conduct the project within the institution, specifically, the
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dean‟s school (see Appendix E). This letter of permission will be kept on file with all of
the other research documents.
Sampling
Two sampling principles guided the selection of the participants: appropriateness
and adequacy. Appropriateness refers to the participants‟ knowledge about the
phenomenon under study, and adequacy refers to the amount of available information
they have in order to provide a rich description of the phenomenon (Morse & Field,
1995).
Sample Recruitment
Polit and Beck (2008) outlined a number of components necessary to recruit a
research sample. The criteria include face-to-face recruitment, courtesy, persistence,
incentives, research benefits, sharing of results, convenience, endorsements, and
assurance. After ethics approval was received, the researcher approached the dean of
health and community services at the college to seek permission to contact the potential
participants. During the meeting with the participants, a number of areas were discussed.
Each participant was informed of the purpose of the project and was provided with an
explanation of his or her role in the study.
The researcher determined each participant‟s suitability and willingness to
participate in the study. Participants were informed of their right to refuse or withdraw at
any time, as well as any risks resulting from their participation in the study. The
researcher also addressed any questions. Methods to ensure the anonymity of the
information shared were explained, and the participants were assured that the researcher
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had no influence on the institution. The researcher explained the time line for completing
the interviews or surveys and disseminating the information.
Participants
The participants came from the school of health and community service programs
at the college and included the administrator, faculty members, and students. The
inclusion criteria for all participants were that (a) the individuals had to be actively
involved in the IPE initiative, and (b) they had to be willing to participate in the interview
or complete the questionnaire. Individuals who met the inclusion criteria, but who were
not involved in the study, took part in the pilot group that reviewed the interview or
survey questions.
Sampling Method
The researcher used purposive sampling to select all of the participants. The aim
of purposive sampling is to discover meaning and actively seek to deepen the data by
including participants with a specific type of experience or understanding about the
phenomenon under study (Macnee, 2004). It has its strengths and weaknesses. The
strength of purposive sampling is that it allows the researcher to choose the participants
who best represent the target population under study. However, a weakness of purposive
sampling is its subjectivity, which provides “no external, objective method for assessing
the typicalness of the selected participants” (Polit, Beck, & Hungler, 2001, p. 239).
Sample size: Qualitative. The sample size for the collection of the qualitative
data was small, comprised only of one administrator and nine faculty members.
Qualitative studies tend to rely on samples of 10 or fewer participants (Polit & Beck,
2008). A small sample size does not foster generalizability of the project results to the
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target population; however, this was not the principal criterion (Liehr, LoBiondo-Wood,
& Cameron, 2009).
Sample size: Quantitative. Quantitative data were collected from 264 students.
In quantitative research, the purpose is to be able to “generalize the results from the
sample to target population” (Dempsey & Dempsey, 2000, p. 112). Response rate for the
precourse IPE survey was 234 (88.63%); response rate for the postcourse IPE survey was
136 (51.52%). The postcourse IPE survey had fewer student participants than the
precourse IPE survey, perhaps because of reduced class attendance and one IPE class
finishing early, resulting in no postcourse survey completion.
Qualitative Data Collection: Administrator and Faculty
The researcher, along with the potential participants, met 1 week prior to
participation in either the one-on-one interview or the focus group. At this meeting, each
potential participant was told the name of the research assistant who would be conducting
the interviews, received information about the research, and was given a copy of the
consent form. This allowed each participant time to read and review the consent form,
contact the researcher with questions, and have any concerns addressed (see Appendix F).
In June 2010, the research assistant conducted the one-on-one interview with the
administrator, and in August 2010, the research assistant conducted the focus group with
the faculty members.
Questions
The researcher developed similar semistructured, open-ended questions for both
the one-on-one interview with the administrator (see Appendix G) and the focus group
with the faculty members (see Appendix H). The questions were guided by the extensive

56
literature review and the research objectives. Semistructured, open-ended questions
minimized yes/no responses and provided the respondents with an opportunity for
comparison, clarification, and more in-depth explanations of the data (Lepper & Titler,
1999).
The one-on-one interview with the administrator and the focus group with the
faculty members were organized in the same way. The first few questions sought general
information to help the participants relax. These questions were followed by more
sensitive questions; the one-on-one interview and focus group ended with general
questions to decrease any level of anxiety. Probes were used during the interviews to
obtain the information required and to encourage the participants to speak freely by using
their own words to reveal as much detail as they chose (Polit & Beck, 2008).
One month prior to the one-on-one interview with the administrator and focus
group with the faculty members, each set of semistructured questions was piloted. The
questions for the interview were with an administrator not participating in the research,
and the questions for the focus group with faculty members were tested through a mock
focus group session with three faculty members. All participants in the pilot study met
the inclusion criteria for participation in the research. The process ensured that the
questions were easily understood, perceived as unbiased and nonjudgmental, and viewed
as promoting discussion. The results of the pilot study were reviewed by the researcher,
and the questions and sequence of questions were revised as necessary.
Organization of the Interview and Focus Group
The administrator engaged in the one-on-one interview and the faculty members
engaged in the focus group shared information that was personal and sensitive, so the
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researcher and the research assistant met prior to each interview to discuss the interview
process, including the pace; length of time; and observation of emotional impact, body
language, and spoken responses.
Creating a relaxed environment was essential to encourage the participants to
freely share their experiences in detail or to complete the survey. Polit and Beck (2008)
identified three field issues specific to qualitative studies: (a) gaining the participants‟
trust, (b) pacing the data collection process, and (c) becoming emotionally involved. The
interview locations were chosen by each group based upon their perceptions of being
safe, private, and quiet. The administrator requested that his one-on-one interview take
place in his office; the faculty focus group session took place in a classroom at the end of
the class. The research assistant was dressed casually in her meeting with the participants.
The research assistant was instructed on how to respond to fatigue and anxiety during the
one-on-one interview with the administrator and focus group with the faculty.
One-on-one interview. The length of the one-one-one interview with the
administrator was approximately 30 minutes. The interview was audiotaped and
transcribed verbatim to ensure completeness. The administrator was invited to read and
review the transcribed tape for completeness prior to the data analysis (Liehr, LoBiondoWood, & Cameron, 2009), but the invitation was declined.
Focus group. The length of the focus group was approximately 60 minutes. The
focus group session was audiotaped and transcribed verbatim. The faculty members who
participated in the focus group were invited to read and review the transcribed tape, but
the invitation was declined.
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Field notes. Field notes were collected by the research assistant during the oneon-one interview and the focus group. The field notes were written accounts of what the
research assistant saw, heard, experienced, and thought during and immediately
following the one-on-one interview and the focus group, including important phrases,
body language, experiences, and major events. Explanations of phrases and events were
added to the field notes by the research assistant. The field notes were entered into the
researcher‟s computer immediately after the one-on-one interview with the administrator
and the focus group. They were saved as part of the data collection and analysis process.
Macnee (2004) commented that field notes are used to “enrich and build a data set that is
thick and dense” (p. 155).
Analysis. The narrative data were analyzed by the researcher, and the themes
extracted were validated using ATLAS.ti. The four phases used to analyze the qualitative
data by the researcher were bracketing, intuiting, analyzing, and describing (Polit &
Beck, 2008). Through bracketing, the researcher identified and attempted to set aside any
personal biases and preconceived beliefs about the phenomenon when engaged with the
participants. This exercise allowed the researcher to examine issues introduced by the
participants. During the study, the researcher kept a reflective journal to record personal
values, beliefs, and prejudices about any aspect of the sample or the data collection
process
In the intuiting phase, the researcher kept an open mind when contemplating the
meanings of the lived experience of the participants. Attempting to be free from
assumptions or preconceived attitudes allowed the researcher to develop a common
understanding of the phenomenon. Coding and categorizing the collected data were
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completed during the data analysis. The researcher extracted significant statements,
synthesized common themes, and interpreted important meanings derived from the
interviews (Polit & Beck, 2008). The descriptive stage occurred when the researcher used
the exact words of the participants whenever possible to describe the phenomenon (Polit
& Beck, 2008). Validation of the themes was conducted through the use of ATLAS.ti, a
computerized program.
Quantitative Data Collection: Students
The researcher, along with the faculty members involved in the IPE courses, met
in September 2010 to gain permission to administer the precourse and postcourse surveys
at the end of the class. The researcher administered the precourse survey in September
2010 and the postcourse survey in November 2010.
Consent
Prior to administration of the precourse and postcourse surveys, each potential
participant was provided with the name of the researcher, was given information about
the study, and was given a copy of the consent form. The information in the consent form
was reviewed, and time was given to each potential participant to read the form and ask
questions. Once the consent form was signed, the participant received the survey. A
consent form was signed prior to the precourse survey as well as the postcourse survey
(see Appendix I).
Survey Questions
Closed-ended survey questions were developed to give the students “a list of
answer choices from which they chose their responses” (Dillman, Smyth, & Christian,
2009, p. 72). The questions utilized a combination of nominal and ordinal scales.
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Nominal data are at the lowest level of measurement; data are named or categorized, such
as gender or marital status (Nieswiadomy, 2008; Polit & Beck, 2008). Ordinal data can
be categorized and placed in order. Examples of ordinal data are such descriptors as
small, medium, and large, or all of the time, most of the time, some of the time, or none
of the time (Dillman et al., 2009; Nieswiadomy, 2008).
The survey questions focused on student demographics, learning styles, methods
of learning, adult learning principles, and completion of IP core competencies. Other
questions solicited the students‟ perceptions of their professional attitude and professional
behavior toward IPC (see Appendices J & K). The survey questions were piloted by six
nursing students who met the inclusion criteria 2 weeks prior to the administration of the
precourse and postcourse surveys. The purpose of piloting the precourse and postcourse
surveys was to ensure that each question was easily understood by the participants and
perceived as unbiased, nonjudgmental, nonembarrassing, and nonthreatening. The pilot
also helped to establish whether the survey could be completed within a reasonable
period of time (Dillman et al., 2009; Streubert Speziale & Rinaldi Carpenter, 2007).
Based upon feedback from the pilot study, the researcher reviewed and revised each
question accordingly.
The precourse survey was administered at the end of their first IPE class, and the
postcourse survey was administered at the end of the last IPE class, as requested by
faculty. The classroom was selected by the students to avoid any extra time commitment.
Students requested a hard copy rather than a computerized copy for the precourse and the
postcourse surveys. The precourse survey took approximately 20 minutes to complete.
The postcourse survey took approximately 15 minutes to complete. The precourse survey
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was longer than the postcourse survey. Data from the precourse and postcourse surveys
were analyzed by the researcher with the help of a statistician using SPSS.
Protection of Human Rights
Approval for this project was granted from the St. Catherine University‟s
Institutional Ethics Review Board (see Appendix L). There is no ethics board at college
where the study was conducted, so permission was received from the vice president of
academics (see Appendix M). This project had no anticipated physical effects, no medical
procedures, and no interventions associated with it.
Prior to the interviews and survey completion, each participant signed a consent
form. The researcher sent a copy of the consent form to the administrator and faculty
participants through their college e-mail so that they could have private time to read it
before signing it. After reading the consent, all participants were given time prior to the
interview session and survey administration to ask questions and have them addressed to
their satisfaction by the researcher. The participants were reminded that their involvement
in the project was voluntary and that they had the right to leave the project at any time
without prejudice or any withdrawal of services. The actual names of the participants
were not used on any forms or publications related to the project. Any documents
containing identifiable information, such the name of the participants, was stored in a
secure location separate from the rest of the data.
The collected information was analyzed and kept apart from the participants‟
contact information, further guaranteeing their anonymity. All interviews, surveys,
comments, researcher‟s journal, raw data, and any other collected data will be stored for
5 years in a locked cabinet that is accessible only to the researcher and the advisor. After
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the legal amount of time required to keep the documents and tapes has expired, all
materials related to the study will be destroyed.
Limitations
This study did have some limitations. There was considerable likelihood of
researcher bias because the researcher works within the educational facility and is known
to all of the participants, particularly the administrator and faculty members. To reduce
the possibility of bias, the researcher created a reflective journal and used bracketing to
identify personal biases about the phenomenon. This process was intended to clarify how
the participants‟ personal experiences, values, and beliefs may have influenced what the
researcher saw, heard, and reported. This protocol left the researcher free to explore
issues of importance introduced by the participants to avoid influencing them toward
issues deemed important by the researcher.
Another method to remove researcher bias and ensure the dependability and
conformability of the data was to use an audit trail, a systematic and ongoing
documentation of the researcher‟s decisions about the data analysis and the collection
processes, both of which can be independently audited (Macnee, 2004; Polit & Beck,
2008). The researcher‟s reflective journal and field notes were part of the audit trail.
The sample size for the qualitative part of the study was small, comprised of
individuals from one IPE initiative at one educational institution. It is important to note
that the purpose of qualitative research is to discover meaning, not to measure the
distribution of attributes within a population (Morse & Field, 1995). The response rate
between the precourse and the postcourse student surveys was different. The precourse
survey response rate was 234 (88.63%), and the postcourse survey was 136 (51.52%).
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Two factors might have impacted the postcourse response rate, namely, lower class
attendance and one group of students not completing the postcourse survey. The
anonymity of the students prevented removal of this group of students from the precourse
survey. Quantitative sample size should be “adequate for the problem being investigated”
(Dempsey & Dempsey, 2000, p.113). A typical response rate for a questionnaire varies
from 20% to 30% (Nieswiadomy, 2008; Polit & Beck, 2008).
The researcher‟s experience in conducting research could have been another
factor. The researcher had limited experience conducting mixed methods research and
using computerized data analysis programs. To address this limitation, a research
statistician and faculty advisor supported this novice researcher throughout the process.
Conclusion
The PAR model was used to guide the SCP from the beginning through the
evaluation process. The SCP focused on a comprehensive evaluation of an IPE initiative
within an academic setting. The research question that guided the study sought to
determine the elements needed and partnerships developed in the design and evaluation
of an IPE initiative within an academic setting. The researcher applied a mixed methods
approach to this comprehensive evaluation of the IPE initiative. Chapter 4 discusses the
findings of the study.
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Chapter 4: Findings
Introduction
In this chapter, the analysis of the mixed methods study is presented in three
sections. Section I outlines the analysis of the one-on-one interview with the
administrator; section II reports the analysis of the focus group with the faculty members,
and section III summarizes the precourse and the postcourse student survey results. The
administrator, faculty members, and student participants in the study were all engaged in
the implementation of an IPE initiative at the college. The purpose of the study was to
identify the IPE elements to be considered and partnerships developed in the design, and
evaluation of an IPE initiative within an academic setting.
Qualitative Research
The method of qualitative data analysis varies among researchers, but the basic
outcome is to describe the meaning of the experience and extract themes common to the
phenomenon (Polit & Beck, 2008). The goal of the content analysis for this study was to
identify themes that captured the essence of the responses provided by the administrator
and faculty members engaged in the IPE initiative.
Description of Sample
A one-on-one interview was conducted with one administrator, and a focus group
was conducted with nine faculty members. All participants were willing to share their
lived IPE experiences. All participants self-identified as full-time permanent employees
of the college. Four males and six females comprised the sample. Semistructured
interview questions developed by the researcher were used in the one-on-one interview
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with the administrator, and similar semistructured interview questions were used with the
faculty focus group.
Qualitative Coding Procedure
Krueger and Casey (2009) indicated that qualitative data analysis is a “systematic
analysis” in which the researcher follows a “prescribed, sequential process” (p. 115).
Colaizzi‟s (1978) seven-step framework was used to guide the organization of the data
for analysis (as cited in Stubblefield & Murray, 2002). Colaizzi‟s framework was selected
because it is an easily understood and flexible process that guided this novice researcher
in analyzing the data. The seven-step process includes acquiring a feel from the
protocols, extracting significant statements, formulating meaning, clustering themes,
preparing an exhaustive description, writing a statement of identification, and validating.
Each step is explained in detail.
Acquiring a feel from the protocols. The researcher became familiar with the
data as they pertained to the participants‟ descriptions of their experiences. Responses
from the one-on-one interview with the administrator and the faculty focus group were
transcribed verbatim. Field notes were taken during the one-on-one interview and the
focus group to identify voice changes, significant pauses, and inflections.
Extracting significant statements. Once familiar with the data, the researcher
returned to each question and the theoretical model, extracting direct narrative quotes that
captured the essence of and directly pertained to the phenomenon. Repetitious statements
were removed in this process, and specific statements were broadened into generalized
categories.
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Formulating meaning. The researcher extracted or formulated the meaning of
each significant statement and highlighted any hidden meanings in the phenomenon. This
process resulted in the formulation of common themes (Stubblefield & Murray, 2002).
The researcher coded the transcribed data by numbering each line of the text with the
corresponding page number. Numbering each line allowed the researcher to quickly
locate and track information from the one-on-one interview with the administrator and
the faculty focus group. After reading each transcript several times, the researcher
pondered how the administrator and faculty responded to each question about the
phenomenon in an effort to identify common themes. Differences found within the data
were preserved in an attempt to reduce the risk of researcher bias by assigning value.
Clustering themes. The initial themes were assembled into subthemes.
Relationships that emerged from the themes were examined. Data related to each theme
were compiled until data saturation occurred and no new themes or subthemes emerged.
Preparing an exhaustive description. The constructed themes were referred
back to the original question for validation through the use of samples from the
participants‟ exact words.
Writing a statement of identification. An exhaustive description was utilized to
create an unequivocal statement of identification that sought to capture, describe, and
summarize the phenomenon under investigation.
Validating the data. In this final step, the researcher used ATLAS.ti to compare
the qualitative themes generated by the researcher.
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Verification and Rigor
Lincoln and Guba (1985) identified four general criteria in the assessment and
evaluation of qualitative research: credibility, consistency, applicability, and
confirmability. Credibility refers to the truth of finding, as judged by the participants and
others within the discipline. The researcher asked all participants at the December 2010
meeting to review their transcriptions, but the administrator and all faculty participants
declined. A methodical documentation of the research process and data analysis was
documented for credibility. Consistency means that the findings hold true in a similar
context for a similar population under study (Morse & Field, 1995). The data analysis and
results were reviewed using ATLAS.ti for verification. The researcher ensured an
adequate sample size so that the data collected from the participants held rich description.
The themes are described in detail so that they can be replicated with a similar target
population not included in the initial study.
Confirmability refers to the freedom from bias in the research procedure and
results (Morse & Field, 1995). The researcher took several steps to reduce bias from the
study, namely, excluding herself from conducting the one-on-one interview with the
administrator and the faculty focus group because of familiarity with the participants,
bracketing preconceived ideas, maintaining a reflective journal, and rechecking the
themes using ATLAS.ti, a software computer program.
Section I: Administrator
The themes originating from the one-on-one interview with the administrator
revealed five salient themes: political funding, engagement, professional development,
organization management, and future changes.
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Theme 1: Political Funding
The administrator validated that the primary reason for the IPE initiative at the
college was the grant funds received from HealthForce Ontario for the establishment of
new IPE initiatives. The participant stated that “[the college] received some significant
funding from HealthForce Ontario to build the curriculum, build materials, build
resources [and] to provide faculty time to engage and learn about the curriculum.”
In May 2005, Health Canada earmarked $13 million over a 5-year period in
federal funding to look at the benefits of IPE within Canada (Health Policy Monitor,
2011). The federal government, in its health care reform efforts, was looking at
alternative care delivery models that would improve patient care outcomes and help to
decrease health care costs and medical errors. Besides the college, several other
educational institutions in Ontario validated that their IPE initiatives were possible only
through the funds that they received from Health Canada (University of Toronto, 2008;
University of Western Ontario, 2011).
Theme 2: Engagement
The administrator strongly believed in the importance of engaging the faculty and
agencies in all aspects of the IPE initiative.
Faculty engagement. The administrator indicated that once the IPE proposal was
approved by HealthForce Ontario, the first step was to engage faculty. He commented, “It
wasn‟t sort of thrown at them, the faculty were informed of the [proposal] outcomes and
how best could [they] see these outcomes being delivered within [a] curriculum.”
He indicated that the one piece of advice he would give to other educational
institutions would be to obtain faculty acceptance of the IPE initiative. He stated, “What
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worked tremendously with us [college] in developing an IPE initiative was to get the
faculty involved from the get-go – right from day 1.”
During the interview, the administrator spoke about the correlation between
faculty engagement in the initiative and their acceptance of the project:
We built the curriculum. We built the knowledge base. We built the lessons. So
they [faculty] were very involved in what the curriculum would look like and how
it would be rolled out. They were involved from the beginning. …And I think
that‟s highly important for buy-in.
He also indicated that the engagement involved in being a collaborative partner
meant resolving problems and issues:
[We] take our issues and problems to the faculty and ask them how could we
resolve these issues? How we could resolve these problems? And they were very
willing to share ideas, suggestions, opinions; and then we tried to identify the best
ones, and…kept trying them until we try to get it perfected.
Kelly (2006) viewed engagement as a balance between personal and program
investment through the organization‟s efforts to utilize and provide opportunities for
involvement. The administrator spoke about the importance of faculty involvement in all
aspects of the IPE initiative. Kelly (2006) stated that faculty engagement means not being
on the fringe of a program but acting as major contributors to every aspect of the
program. Kelly also asserted that employees who feel linked to the organization or
program report feelings of being satisfied with their professional selves and their
involvement. Engagement is essential for faculty commitment as well as for faculty
knowledge and skill development (Macey & Schneider, 2008).
Engaging and building partnerships is not restricted to faculty members; it also
includes field and clinical agencies. These agencies are used by the students during their
practical experience, and as graduates, they seek employment from the same agencies.
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Building partnerships with the field and clinical agencies was identified as an important
part of engaging key stakeholders in the IPE initiative.
Agency engagement. The administrator spoke about his involvement with the
advisory health and community service advisory committees that support the college
students in their practical experience as well as hire the graduates from the various
programs. He indicated that part of his role as associate dean is to “[meet] with all the
advisory committees on a biannual basis.” During his meetings with the advisory
committees and the coordinators from the different disciplines, he introduced the IP
concept to them. He found that the advisory committees “were very, very supportive” of
the IPE initiative and indicated that they would like to “be part of that [IP initiative].”
The advisory committees indicated to the administrator that they were “thrilled that
they‟re now going to get graduates who have a deeper understanding, a deeper
appreciation of that inter-collaborative effort.”
High levels of interpersonal skills are required for a successful partnership.
Interpersonal skills include power sharing, cooperation, negotiation, respect, trust,
authenticity, courtesy, and self-awareness (Gallant, Beaulieu, & Carnevale, 2002). The
college has developed effective partnerships with the health and community service
agencies through their exchange of information and their willingness to be an active
voice in the IPE initiative.
Development of a collaborative IPE committee composed of representatives from
the health and community service agencies, faculty, students, and administration would
aid in the success of the IPE initiative and foster the transfer of IPE theory into the
practice setting.
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Theme 3: Professional Development
Many professionals have been and continue to be educated in professional silos,
resulting in limited experience in IP practice or being engaged in an IPE initiative. The
administrator at the college indicated that he also had limited IP exposure. He stated that
his background was “in physical health and education” and that he had no “formal
education dealing with IP education.” His knowledge of IP and exposure to IP “as with
many, [was] quite limited up until this point in time.” The administrator mentioned that
the “community services side of the house…[have] done a certain amount of IP
collaboration. They have to; it‟s part of their role.” However, he indicated that for many
faculty, “it [is] definitely new.”
The administrator commented that even though faculty come from the practice
setting, when they become members of a college faculty, they tend to focus only on their
own disciplines:
They understand and appreciate the importance of IP collaboration. But when
they get here [college] to teach it [IP], they often focus simply on their own
discipline. It‟s like the curriculum has almost forgotten a really important piece of
working together.
Steinert (2005) asserted that “diverse attitudes and values prevail amongst
disciplines, including a lack of respect and knowledge of each other which leads to a
barrier to interprofessional teaching and learning” (p. 893). In the same study, Steinert
recommended that administrators assess their faculty members‟ knowledge, skills, and
attitudes toward working collaboratively with faculty from other disciplines and, if
necessary, develop in-service, workshop, or team-building activities to assist faculty
throughout the IPE initiative. The challenge for administrators is that they themselves
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may have limited or no IP experience, making it challenging for them to determine
faculty development needs.
In creating a new IPE initiative, it is important for the institution to assess
administrator and faculty‟s IPE knowledge and skill levels. Professional development
activities need to advance the IPE knowledge and skill levels of the administrator and
faculty members.
Professional development workshops. The administrator realized that faculty
had limited to no experience in either the practice or the teaching of IPE. He indicated
that professional development workshops were held to support the faculty.
“[Administrator and coleaders] went through great lengths to try to reintroduce IPE [to]
the faculty. We introduced them to the theories, the concepts, the literature, the
curriculum.”
Feedback from the professional development workshops, along with individual
comments from the faculty, alerted the administrator to realize that “it [wasn‟t] enough.”
Further professional development workshops were required. “What we then did [was] we
actually involved them [faculty] in IP activities to actually immerse them into what their
students would have to deal with.” He felt that the faculty needed “to feel what it would
be like from the students‟ perspective and what questions the students would have and
what sort of difficulties the students might have.” The professional development
workshops were well attended by faculty members and the administrator.
Professional development workshops often are developed to improve faculty
members‟ knowledge, skills, and competency so that they are adequately prepared to
perform their jobs (Gadbury, 2005; Oermann, 2005). The literature supported the
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contention that faculty, be they full time or part time, who are given the resources they
perceive as necessary flourish in their jobs and develop a sense of belonging, making
them more likely to continue to teach and remain within the institution (Edmondson &
Fisher, 2003; Kelly, 2006).
Theme 4: Organizational Management
The fourth theme identified from the interview with the administrator related to
the organizational management of the IPE initiative. Within this theme were two
subthemes: logistics and challenges.
Logistics. Logistics under this theme is the organizational framework for the
management of the IPE initiative. It encompasses the model of delivery, leadership, and
faculty champions.
Model of delivery. The administrator was concerned about implementing the IPE
initiative in the most cost-effective manner. He stated that “once we [faculty,
administrator] had everything in place, then it became a matter of now how can we roll it
out in the most cost-effective manner?”
In selecting the IPE model of delivery, the coordinators from the original 10
health and community service programs had their own concerns, as expressed by the
administrator. The administrator remarked that the coordinators felt that they could not
add any additional hours to their programs. In consultation with the coordinators, the
decision was made “to have the IPE curriculum [objectives] embedded in some of the
courses that they‟re [each discipline is] already teaching.” The administrator indicated
that by embedding the “IP [objectives] with the [each discipline‟s] course…we were able
to save a little bit of money doing it that way.”
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Along with the administrator‟s concerns about ensuring cost effectiveness and the
need to avoid additional content hours, he also felt that they needed to ensure that an IPE
best practice model of delivery would be considered. The administrator commented, “We
are still looking at best practices. So it‟s an ongoing dynamic initiative that I think needs
to be changed as we move forward.” As part of his discussion of IPE best practices, he
spoke about the IPE core competencies, noting that “IPE just isn‟t about learning one
other profession, learning what other people do in their profession. It is really about
communicating, relationship building, [and] respect. It‟s about problem solving with
other people outside your own profession.”
The administrator‟s consideration of models of delivery that would reflect best
practices and IPE core competencies was identified in the CIHC (2007) report. In 2010,
the CIHC released a report updating its list of IPE core competencies. In the health care
literature, the term competency often has been used to “describe the knowledge to be able
perform at a particular task” (CIHC, 2007, p. 9). Competency includes knowledge
comprehension, technical and clinical communication skills, and the ability to solve
clinical issues using clinical judgement (G. R. Norman, 1985).
Consistency in leadership. Another area under the theme of organizational
management was consistency in leadership. The administrator referred to the need for
consistency throughout the IPE initiative. Consistency has been defined as an
“agreement, harmony, or compatibility, especially correspondence or uniformity among
the parts of a complex thing” (Dictionary.com, 2011). He indicated that the common
thread throughout the entire initiative was “the faculty person who was sort of leading the
whole initiative right from the get-go.” Unfortunately, administrative consistency did not
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occur in the IPE initiative because of a change in administration and administrative roles.
The administrator commented:
I sort of inherited the IPE initiative when I assumed this position. The IP initiative
was actually started by the previous dean for the school. When she left, the
position it was filled by my dean … the portfolio was handed to me. So I‟ve
actually inherited from two other individuals.
The principle of consistency in a project deals with uniformity in word, action, or
deed. A leader or leaders in a project need to relay the same information to all individuals
engaged in the project. Consistency of leadership fosters harmony, trust and success of a
project; if it does not, the group will return to previous behaviors or actions (JohnsonCramer, Cross, & Yan, 2003). Another important factor in the IPE initiative was that of
faculty champions.
Faculty champions. The administrator spoke about the importance of faculty
champions. He described these faculty members as individuals who could “co-teach, copresent with someone else from a different program.” Champions are individuals who are
zealous about improving practice. “A champion can be anyone who is able to have
organizational or program level influence” (RNAO, 2010, p. 1). Champions vary from
sharing knowledge to influencing change, coordinating, facilitating, and implementing.
Several benefits of champions can be applied to an IPE initiative. They include creating
opportunities to promote the IPE initiative, mentoring others, fostering organizational IPE
policies, developing field and clinical relationships, and linking with other IPE initiatives
(RNAO, 2010).
Challenges. The administrator also identified several challenges in implementing
the IPE initiative: language, student numbers, space and coordination, and number of
programs.
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Language. The administrator spoke about each profession having its own
language and that collaborating with other professional groups can be a challenge:
I think communication can …be very program specific. When we‟re
communicating to a colleague and we use the terms and nomenclature of the
profession, we understand each other. But when we go outside our profession,
we‟ve got to communicate in a way that everyone understands, that is a common
language.
There has been a dearth of literature of the value of using a common professional
language in an IPE initiative. Further research is needed in this area.
Student numbers. Eleven health and community service programs were engaged
in the IPE initiative. The administrator spoke about managing all the students engaged in
the IPE initiative. He stated that “each program typically, if I could average out the
number of students, you‟re looking at probably 50 students per program, so you could be
looking at 500 students.” In addition, he spoke about the specific challenges of managing
such a large number of students, which included “scheduling, and coordinating that many
students, that many programs, that many faculty.” The same challenges were identified
by I. Norman (2005), Oandasan and Reeves (2005), and Philippon et al. (2005). It is
important to note that the challenges appear to be international, not just Canadian.
Space and coordination. The large number of students enrolled in the IPE created
space and coordination issues. The administrator commented:
We need[ed] to come together, all 500, during 1 or 2 hours in a week. So how do
we do that? Where do we find the space to do that? How do we coordinate all
that? A strategy to deal with the space and coordination issue was dividing the
student into two groups.
Each group was organized to include student representatives from all 11
disciplines in each group. One group met on the first Monday of the month, and the other
group met on the third Monday of the month. A faculty member volunteered to “develop
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a color-coded graph” containing the names of the students, their disciplines, names of
their group members, dates of their classes, classroom number, and faculty names. A
copy of the graph was given to all faculty members, IPE leaders, and students.
Number of programs. Eleven health and community service programs were
engaged in the IPE initiative at the college. The administrator suggested that an
educational institution that is developing in a new initiative should consider a smaller
number of programs.
I think my word of advice to any institution is to try to start a little smaller [than
11 programs]. There is some value in taking small bites, small chunks, and
perfecting something and then bringing in other programs, rather than bringing in
all programs and trying to sort it all out.
In 2005, HealthForce Ontario funded 21 IPE initiatives. Of the 21 IPE initiatives,
81% focused only on health professionals, and the average number of professional groups
engaged in each IPE initiative was four (HealthForce Ontario, 2006).
Theme 5: Future Changes
The administrator spoke about future IPE changes. He indicated that health and
community service programs were expanding, He also suggested that at the same time,
sustainability of the IPE initiative needs to be examined. He recommended that the IPE
focus should be “less on the actual amount of content, amount of curriculum, and more
focused on the engagement of students and the relationship building of students and the
working together of students.”
The IPE content was taught within the classroom setting, but the college
administrators feel that the “IP curriculum [should come] out of the classroom, out of the
college, and … thread it throughout the different agencies.” At the same time, although
he pointed out that there were challenges in delivering the IPE initiative to 11 disciplines,
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the administrator indicated that the “college is growing. Our programs are expanding. So
it‟s [IPE] going to get bigger, and so we may need to change things a little bit to
accommodate all 12, 13, 14 programs.”
Another area the administrator spoke about was the sustainability of the IPE
initiative within the college setting. He asserted:
But I think IPE is here to stay. I think there is value in it. I think the agencies and
organizations see value in it. And I believe that the clients and patients will reap
the benefits of it in the future.
Growth of the IPE initiative will have additional challenges, including scheduling,
infrastructure, resources, model of delivery, faculty workload, number of professional
programs, and learning needs, to name but a few (I. Norman, 2005; Oandasan & Reeves,
2005; Philippon et al., 2005).
Section II: Faculty Members
The themes originating from the focus group with faculty identified six salient
themes: communication, classroom organization, professional and academic change,
political funding, engagement, and future delivery.
Theme 1: Communication
The faculty spoke about communication issues. Some faculty felt that
communication between the administrator and the coleaders was inconsistent. One
faculty member stated, “We didn‟t know what we were doing, and every time we would
ask, sometimes we had different answers, and we‟d always go back.” The same faculty
member suggested that that a “[communication] structure” was needed so that everyone
“knows exactly what you‟re doing.”
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Another faculty member did not feel that communication was a major issue,
noting that “there always was a clear vision.” The message about the IPE initiative was
that it was “a pilot study” that would be “evaluated” and then “it would evolve.” The
literature indicated that administrators who are engaged in an effective communication
process have high-quality relationships with the people who work for them (Baker,
Mustaffa, & Mohamad, 2008). Effective communication strategies are connected to
increased employee motivation, employee retention, and increased productivity within
the organization (Mayfield & Mayfield, 2009).
Theme 2: Classroom Organization
Classroom organization was discussed by several faculty members. Three
subthemes emerged: logistics, method of delivery, and resources.
Logistics. Logistics is the management and flow of the IPE classes. Classroom
management was defined by Doyle (1986) as “the actions and strategies teachers use to
solve the problem of order in classrooms” (p. 397). Sokal, Smith, and Mowat (2003)
indicated that classroom management is vital for teachers to demonstrate effective
teaching.
Two sections. The IPE initiative included 11 professional programs comprised of
more than 200 students. The college has an insufficient number of classrooms to hold
more than 200 IPE students at the same time on any given Monday. Therefore, the
faculty members and the coleaders made a collaborative decision to divide the students
and faculty into two groups. Different faculty viewpoints about the effectiveness of
putting the students into two groups were expressed. One faculty member felt that
dividing the students into two groups was not effective:
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I think that the concept of IPE is really…a really good thing; and that whole,
everybody coming together and splitting up. And I just think the logistics of how
they put it together and how we were to put it together did not work. It‟s as simple
as that.
Another faculty member offered a different perspective on putting the students
into two groups, stating that “we had two sections of five and five, or five and six
programs. And our two sections, from what I reflect back on, did things much differently.
But they had the same outcomes.” Throughout the dialogue with the faculty members,
they offered suggestions to deal with any issues mentioned. One faculty member
suggested that the student groups should “come back together so that you could hear what
that group [section] has to say about it [classes].”
Class time. In Semester 1, IPE classes were 50 minutes long. Faculty evaluated
the class time and found that “50-minute hour just wasn‟t long enough. Needed more
time…now we have 2 hour classes,” which is good.
Consistency of teachers. Faculty asserted that there needed to be the same
teachers throughout the IPE initiative. One faculty member mentioned that “the same
faculty should be involved.” The rationale for having consistency in teachers was that
there were “people stepping in…that have never taught IPE; and…that‟s really difficult.”
Another faculty member suggested that the “same faculty should run through it [IPE
initiative] from start to finish.” Effective teaching has been found to foster student
engagement in both their learning and the maximization of time on task (Good & Brophy,
2003).
Team teaching. In Semester 1, each faculty member was assigned to team teach
with a faculty member from a different discipline. However, after Semester 1, faculty
made the decision to have only one faculty member per class. After evaluating both

81
semesters, faculty decided to return to team teaching because it “worked better.” They
indicated “that‟s something we can learn from, that we can go forward with.”
Faculty who described their teaching team as being an effective and efficient team
relationship tended to have a greater positive professional self-image, feel less isolated,
and feel more effective (Gatewood, Cline, Green, & Harris, 1992). Positive outcomes
associated with working in an effective team environment include greater achievement
and positive attitudes (Jehn, Rispins, & Thatcher, 2010; Warren & Muth, 1995).
Classroom size. More than 200 students were engaged in the IPE initiative at the
college. Even dividing the students into two groups did not eliminate the challenge of
having large numbers of students in one classroom at the same time. One faculty member
stated that classrooms were a major issue, stating that “definitely, the rooms. We are so
limited, and our lecture theatre does not work. I mean for group work at any point.”
Another faculty member spoke about the ideal classroom size to promote group
discussions:
If you‟re looking at an ideal group dynamic classroom size, you‟d probably want
about 20 so that you can really start to form relationships because that‟s the key to
IP is that relationship. And once you have that relationship, the other is going to
flow.
Along with the number of students placed in one classroom, one faculty member
indicated that “small classrooms [and] round tables” are important. Another faculty
member mentioned that students “need privacy at times a place where they can go and
work in peace and in their groups.” Suggestions to compensate for the classroom
challenges was to have “breakout rooms [as well as] rooms to have the groups [come]
together which contain “circular tables” where the students “can see each other.”
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Kidner (2011) released a report titled Scottish Parliament report on class sizes,
staffing, and resources. The report stated that the “evidence from studies conducted in the
USA, in particular the large state-funded experiments, claim to have demonstrated an
association between class size and pupil achievement, i.e. as class sizes reduce, pupil
attainment rises” (p. 14). However, there has been disagreement among researchers about
the appropriate class size.
Building relationships. The faculty spoke about building relationships between
themselves and students from different disciplines. A faculty member articulated some
trepidation about teaching in a classroom with students from different disciplines:
So I was a bit anxious about that whole process in terms of what it was going to
look like when we had all of these students [different professional groups] in one
room together. But that piece – I was pleasantly surprised.
The faculty‟s discussion about relationship building also included the
development of student-to-student relationships from different disciplines:
I think watching the students evolve and build relationships with each other and
create a culture outside of their program was really…it was nice to watch it
happen and it was nice to see some of the students mixing in the cafeteria where
we would never have had that before.
In the discussion about the student-to-student relationship building, it was noted
that this relationship took time:
Start of second semester they were at first getting to know each other because
there were different students. It was sort of, they were more just connecting with
each other like, oh, where are you from? That kind of thing more than, what
program are you in? It was kind of neat. They were just sort of relating to each
other as people. So that was kind of cool.
Another faculty member spoke about the importance of faculty facilitating
relationships with students from different disciplines:
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That‟s a paradigm shift and if we can teach our students…that you do actually
have other people that you can tap into. Hopefully they can start putting that into
the back of their brain to think, Oh yeah, I‟ve got other professions that I can tap
into that might have expertise that I never thought of.
Rapport is the ability to preserve positive relationships with others based upon a
shared understanding of one another (Faranda & Clarke, 2004). More simply, rapport is
when people “click” or “connect” with each other (Granitz, Koernig, & Harich, 2009).
The literature has indicated that rapport leads to better relationships, resulting in positive
outcomes for all individuals involved in the relationship (Faranda & Clarke, 2004;
Granitz et al., 2009). This rapport has been found to influence learning, motivation, trust
(Faranda & Clarke, 2004); loyalty; and satisfaction.
Time commitment. Faculty indicated that the IPE initiative was “labor intensive”
and that it took “a lot of time” to design and implement the initiative. Demerouti (2000)
noted that overwork is a common cause of stress. Symptoms of stress can manifest in
affective dysfunctions such as depression and anxiety (Smith & Segal, 2011), leading to
absenteeism, unproductivity, and work dissatisfaction.
Method of delivery. The faculty identified a number of effective and ineffective
IPE teaching methods. Some effective teaching methods included real-life case scenarios,
role-playing, group work, posters, and in-class activities that required collaboration. In
developing a person-centered care plan, they found that appreciative inquiry was more
effective than a traditional problem-solving method. Appreciative inquiry encouraged the
students to think in different ways about client/patient issues and answer questions more
broadly. Teaching tools identified as useful included real-life clinical scenarios and the
promotional videos that had been created to describe the role and scope of practice for
each discipline.
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Ineffective teaching methods included lecturing. Faculty also mentioned that
having too many members of one discipline in a group and not having time to have each
group present their management of case studies resulted in unsatisfactory learning
outcomes. Faculty stated that at the beginning of the course, there were too many nursing
students in each group. This led faculty to assign students from various disciplines so that
they would be equally distributed throughout all the groups; otherwise, the discussions
would focus solely on the medical model.
Because of the number of groups in one classroom and the limited 2-hour classes,
student groups did not always have adequate time to present their strategies in dealing
with real-life clinical scenarios. This was an unresolved issue. According to Ross-Gordon
(2003), adult learners prefer teaching that is “centered on the learner, material that is
pertinent to their experience, and education that is conducted in an environment that
respects them and encourages discussion rather than traditional instruction using lectures
and presentations” (p. 3).
In the faculty‟s discussion of teaching methods, one faculty member noted that
“simulated kinds of experiences worked way better than any of the stuff we were trying
to do in our 50-minute classes.” Another faculty member spoke about a personal
experience with a simulated sexual assault activity that included faculty, mentors for the
students, community experts, actors and mannequins. The faculty member stated that the
simulated sexual assault activity “was quite extensive.” As part of the sexual assault
simulation, IP classes were held prior to the simulation day. One of the classes hosted a
panel composed of representatives from the community, police, and law.
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Another faculty member engaged in the same simulated sexual assault activity
spoke about the ways in which the simulated activity impacted the students. The faculty
member stated, “The students were part of that process [sexual assault], I think, they got
the feeling. They got to see the whole big picture of [professionals working together]. We
actually did the role-playing.” In discussing the simulated sexual assault activity, one
faculty member spoke about some challenges, commenting that “[simulation] takes all
kinds of money and time and space, because they made it only a portion of the students –
6 or 7 of the students [at one time].”
Simulated learning experience has been defined as the “reproduction of the
essential features of a real life situation” (Medley & Horne, 2005, p. 31). The National
League for Nursing (2009), besides recommending this method of learning, has identified
it as an alternative teaching method. Ross-Gordon (2003) indicated that adult learners
value learning through direct experience, noting that they often bring “to task a problem
orientation to the learning environment presumably looking for solutions” (p. 1).
Core competencies. Faculty spoke about two IPE core competencies: respect and
communication. There were different opinions whether these two competencies should be
taught intraprofessionally, interprofessionally, or both. The first faculty member felt that
the two IPE core competencies of communication and respect needed to be taught
intraprofessionally first and then from an IP perspective. However, each program had
removed the hours attributed to communication and respect from a course and had given
those hours to the IPE. Currently, no course hours are available to teach communication
and respect from an intraprofessional perspective. One faculty member commented:
Communication and respect, we have to teach that to our clients [each program].
But IPE was working with each other interprofessionally, and I think there‟s two
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different concepts here. I don‟t think we can‟t remove content and replace it with
IPE because you‟re working with your own clients and teaching that.
Another faculty member felt that effective communication and respect are being
demonstrated through student behaviors and that these behaviors are evident in the
workplace:
We might call our basic concepts, but in reality don‟t often translate into
behaviour. I think it‟s important to have a focus on the demonstration of
respectful behaviour and an effective communication, and collaboration that
students are expected to demonstrate what that would look like as they work with
each other and as they are talking about responses to different case studies. We
often think it [respect] is [a]common behavior and yet that‟s one of the biggest
problems in the workplace.
Communication and respect are two important concepts. Ross-Kerr and Wood
(2011) spoke about the “importance of developing good communication skills in order to
be able to work effectively with other to understand their roles and functions” (p. 294).
At the same time, Taylor, Marienau, and Fiddler (2000) found that students may
“demonstrate challenging characteristics” (p. 31) in which they may demonstrate poor
communication or disrespect. For example, they may oppose new ideas or strategies,
preferring to rely instead on their own experiences and behaviors. Teaching strategies
will need to be transformative. Mezirow (2000) defined transformative learning as the
“process by which we transform our taken-for-granted frames of reference to make them
more inclusive, discriminating, open, reflective and emotionally capable of change” (pp.
7-8).
Resources. Faculty voiced their thoughts about the current IPE structure, the
removal of content hours from other courses, and the lack of insufficient funds. One
faculty member asserted:
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I think it‟s hypocritical that admin [administration] or the powers to be think that
this is really important, really critical that they don‟t set aside the proper label of it
so that it can be taught properly, so the students can appreciate it. And they don‟t
put any dollars towards it.
Similarly, dissatisfaction with content hours being removed from another course
to accommodate IPE, along with a lack of resources, was expressed by another faculty
member, who commented, “On the one hand they‟re telling us that we have to pull hours
of our content out because this is really important, but they‟re not going to put resources
towards it.” One faculty member stated that prior to starting an IPE initiative, there needs
to be a “commitment of time, resources, and space.”
A common factor related to teacher job satisfaction is leadership and
administrative support (Blase & Du, 2008). They identified specific aspects of leadership
and administrative support that included clearly defined expectations and structure and
predictable work environments. Another factor identified in job satisfaction is adequate
resources (Booth (2007) and Ingersoll (2002). They both indicated that without sufficient
resources, teachers may feel unable to excel in their work, so their sense of effectiveness
may decline.
Theme 3: Professional and Academic Change
Professionally and academically, some faculty found that the IPE initiative was a
major professional change for them. They stated that “it‟s a new culture…classroom and
clinical.” During the same discussion, other faculty members described IP as a positive
professional change. Another faculty member stated that “you can really start to form
relationships because that‟s the key to IP is relationships.”
Professionals have been found to have limited exposure to other professions
within academic settings, as well as limited knowledge of each other‟s professional role
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and scope of practice (Oandasan & Reeves, 2005). IP will have a profound effect on all
of the individuals engaged in an IPE initiative.
Language. The language used to describe IP was found to be different among
disciplines and within the field and clinical practice settings. This same issue was
identified by the administrator. One faculty member mentioned that because the majority
of IPE initiatives are in the health disciplines, the terminology is “health” based. The
faculty member further mentioned that community service programs have “their own
terminology for IP” and that they do not use the term “IP.” Faculty noted that the
different IP terminology used in the field and clinical placement settings created
challenges for the students.
The faculty member stated that “everybody [field/clinical agencies] has their own
language. Being in the social work program, it‟s not called IP out there. It‟s called
interdisciplinary.” Another faculty member claimed that IP is called interdisciplinary in
nursing. One faculty member suggested that a professional development session be
developed with faculty from different disciplines, along with students, that can focus on
creating a common IP language:
It would be beneficial to do a session with students. It‟s called different things,
and here are some of the things it‟s called. So if you see it on placement, you‟ll
know that‟s what it is. But you just don‟t automatically make that connection.
Professional development. Faculty members spoke about the need for the
professional development workshops that were held at the college. One faculty member
felt that teaching IPE was “like teaching a brand new course with no expertise; you know
[IP] teaching [is] a whole different field. Professional development workshops increased
my knowledge and eased my discomfort.” Another faculty member spoke about the value
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of the professional development workshops, noting that “we needed to be really [be]
immersed in the [IPE] model. We needed to know what we are presenting to the
students.” After discussing the positive aspects of the professional development
workshops, one faculty member remarked that “there needs to be a lot of education up
front for faculty, and we had limited time to be able to do that. Not only theory but the
practical need more practical exercises.”
Professional development fosters new knowledge, skills, and competencies, or
advances existing abilities related to one‟s current role. Professional success also can be
achieved through mentorship by an IPE champion. Faculty members new to IPE can be
mentored by experienced faculty members who are willing and able to help these faculty
members to attain the necessary IPE knowledge, skill, and competency levels (RNAO,
2010).
Theme 4: Political: Funding
The faculty members highlighted the financial support from HealthForce Ontario
as the reason for the IPE initiative at the college. The dean of health and community
services, along with college representatives, submitted a proposal applying for start-up
funding to design an IPE at the institutional level. One faculty member summed it up by
stating, “I think the impetus for this began with [HealthForce Ontario]. They had a lot of
money to provide educational institutions to initiate this.”
At the college level, it was determined that the IPE initiative would include not
only health disciplines but also community service disciplines. One faculty member
mentioned that “there have been many different IPE types that are going on in all these
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different institutions, introducing it in all different ways. This was our decision on how
we were going to do it.”
A 2005 Ontario Ministry of Training, Colleges, and Universities (MoTCU) report
stated that the goal for graduates from a postsecondary program is to “demonstrate an
understanding of the workplace essential knowledge and skills necessary for success in
life, and work” (p. 1) and that educational institutions must evaluate that graduates
achieve this goal. The IPE was ascertained as an essential knowledge and skill for the
workforce. Therefore, the college‟s decision to write the proposal to HealthForce Ontario
coincided with the MoTCU‟s goal for graduates and their expectations of educational
institutions.
Theme 5: Engagement
Faculty expressed mixed emotions about the IPE initiative. Their emotions ranged
from being “skeptical at first” to “having to sell [themselves] and the whole thing.”
Another faculty member indicated that attitudes about the IPE initiative were a barrier.
The faculty member mentioned the students‟ initial IPE reactions, noting that students
were saying, “„I don‟t want to be here, and I‟m not going to do it,‟ or the more mature
students saying, „Why we are doing this?‟ Or, they didn‟t want to sit in a class with other
students.” Similar comments by students were mentioned by professionals working in the
field and clinical placement settings.
Another concern expressed by faculty was the introduction of new teachers to the
IPE initiative. One faculty member stated that “they [new teachers] have to buy into the
IPE concept. They have to be enthusiastic about it.” Knowing how the students and some
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faculty originally felt about IPE, one faculty member expressed concern about how to
“create energy, excitement, for all of us.”
At the same time, other faculty members in the focus group articulated their
comfort with the IP concept as well as teaching IPE. One faculty stated “I had great
comfort in this topic [IP] because this was something that we were teaching our students
already – the importance of working together with other professions.” Along with feeling
comfortable with IPE, some faculty indicated they had experienced professional growth
in working with other disciplines. One commented:
Mainly our profession works with doctors, nurses and maybe x-ray. Now we are
starting to learn about the other professions. And we‟ve heard from both students
and other instructors saying, Oh gees, you do that and you do this. So it‟s been
quite positive.
Professional growth was experienced by another faculty member, who stated,
“You can easily get locked into satellite thinking about what you do, and you forget about
what everybody else does. IP forces you „out of the box.‟ ”
The literature indicated that full engagement in tasks allows individuals to
manage their health and energy, and concentrate on the details at hand. This includes the
ability to connect their physical, emotional, mental, and spiritual energies (Loehr &
Schwartz, 2003). From a broader perspective, full engagement connects personal traits,
state of mind, and behaviors (Macey & Schneider, 2008). Engaged people have been
found to be more productive (Erickson, 2005).
Engagement enhances collaboration. The faculty spoke about teamwork and the
faculty knowing their input was valued. There were teams with members from different
disciplines working on various teaching tools for the IPE curriculum. One faculty
member stated:
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We had a couple of teams…developing four videos. At the same time, D… was
developing the yellow [curriculum] binder containing all the resources. We talked
about the resource binder. The coordinators were involved at that time.
At the same time, faculty members were asked to “pull together resources from
everybody [all disciplines] for things like team building…respect and decision making,
and those kinds of things were put in the yellow binder.” Along with developing the
videos and other teaching tools, several faculty and disciplines were involved in a
simulated sexual assault activity that was videotaped. Faculty found this simulated
activity quite extensive. Several disciplines were involved in the creation of the simulated
activity, including “police foundations and law and security as well as other
[professional] programs.” Fully engaged persons are more productive (Erickson, 2005).
Another aspect of collaboration throughout the IPE initiate was faculty knowledge
that their feedback was valued. One faculty member stated, “I think one of the positive
things that we did…give feedback, and feedback was listened to…we were able to make
changes.” Yukl (2006) defined collaboration as agreement between individuals or teams
motivated to share joint decision making to accomplish a common task. These members
are not necessarily mutually compatible in terms of means and ends, but they unite to
either remove a common barrier or achieve a higher goal (Gharajedaghi, 2006).
Engaged individuals will set aside their own interests to meet and serve the needs
of others (Bass, 1990), and in the IPE initiative, the focus was on the needs of the
students. Intrinsically, faculty will combine their intellectual and emotional energies to
voluntarily produce more than what is expected (Heger, 2007). Often, engaged faculty
will expend extra time and effort into a project without consideration of the time required
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(Croston, 2008). Faculty involved in the IPE initiative contributed abundant hours
beyond their workload.
Theme 6: Future Direction
IPE model of delivery. Faculty spoke about the struggles they experienced by
“pulling hours of our [course] content out because this [IPE] is really important.” Another
faculty member expressed a similar thought, noting that “taking about 2 hours of content
[each week] when you don‟t‟ have a whole lot as it is, was really, really tough.” Several
faculty members in the focus group offered the same suggestion, namely, that IPE “needs
to be a separate identity [course]. We cannot be taking content out on [our] course[s].”
A variety of IPE models of delivery are available throughout Canada, including
IPE workshops, half-day retreats, in-house classes, clinical postconferences, separate
courses or section of a course, web-based model of delivery, preceptor workshops,
learning modules, and focus groups, to name a few. The organization and faculty need to
engage in a discussion of an IPE model of delivery that meets everyone‟s needs.
Theory to practice. Faculty spoke about the need to obtain buy-in for IP from the
practice settings. One faculty member stated:
You really look at this [IPE] model and it sounds really good. But unless we‟re
having these conversations with the work places themselves and educate them on
IP then what are we doing to the students?
Similarly, another faculty member was struggling with explaining to students how
to transfer the theory into the workplace when IPC model of delivery does not exist
within the practice setting:
What I struggle with was trying to explain to the students how this was going to
look in the workplace. You know we teach them these core competencies, but
how does that translate to how you work in a workplace with other professionals?
I didn‟t have that picture.
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The IPE mandate funded by HealthForce Ontario was geared to students within
the classroom environment. IPC models of delivery up until 2008 were found to be
unsuccessful because professionals had been educated within professional silos
(Oandasan & Reeves, 2005). It is important to work with the health and community
service advisory committees to engage their support in transferring IPE theory into an
IPC model of delivery.
Section III: Students
Data Collection
The students from 11 professional programs engaged in the IPE initiative
completed a two-part survey. The precourse survey was administered in September 2010,
and the postcourse survey was administered in November 2010 at the end of their last
IPE class. The precourse survey focused on the students‟ demographic information;
learning styles; preferred formats for learning; personal goal achievement; appreciative
inquiry; organization of classes; importance of practical knowledge, self reflection, and
ethics; and McFadyen, Maclaren, and Webster‟s (2007) Interdisciplinary Education
Perception Scale (IEPS) presenior field/clinical practice. The postcourse survey focused
on the students‟ demographic information and McFadden‟s IEPS during-senior
field/clinical practice.
Data Analysis
Quantitative data collected from the surveys were summarized with descriptive
statistics using SPSS v.18.0 for Windows. Inferential statistical tests (one-way ANOVA
and paired-samples t test) were used to assess changes in attitudes and behavior related to
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interprofessional perspectives. In addition, Pearson‟s chi-square was used to assess the
relationship between demographic data and learning styles.
Descriptive Statistics (Precourse and Postcourse Surveys)
Response rate. A total of 234 students were scheduled for participation in the IPE
initiative. The majority of students in the IPE initiative completed the precourse survey
(n = 201, 88.6%). Over half completed the postcourse survey (n = 136, 58.1%).
Gender. Of the 201 participants in the precourse survey, 144 were female
(71.6%), and 56 were male (27.9%). The gender difference was maintained in the poscourse survey, with 95 females (69.9%) and 37 males (27.2%) completing the survey (see
Table 2).
Table 2
Gender Distribution
Survey
Precourse
Postcourse

Male
n
56
37

%
27.9
27.2

Female
n
%
144
71.6
95
69.9

Missing
n
1
4

%
0.5
2.9

Total
N
201
136

Age. The top three age categories for the students completing the precourse
survey were 20 to 29 (n = 113, 56.2%); 30 to 39 (n = 30, 14.9%) and 19 and younger
(n = 28, 13.9%). In the postcourse survey, students between the ages of 20 and 29
comprised the greatest proportion of respondents (n = 73, 53.7%), followed by
individuals ages 19 and younger (n = 24, 17.6%) and those ages 30 to 39 (n = 18, 13.2%).
Table 3 illustrates the age distribution between the recourse survey and the postcourse
survey.
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Table 3
Age Distribution
Age categories
19 years and younger
20-29 years
30-39 years
40-49 years
50-59 years
Total
Missing
Total

Precourse survey
n
%
28
13.9
113
56.2
30
14.9
13
6.5
14
7.0
198
98.5
3
1.5
201
100

Postcourse survey
n
%
24
17.6
73
53.7
18
13.2
11
8.1
10
7.4
136
100
0
0
136
100

Professional programs. Eleven professional programs were engaged in the IPE
initiative. The professional programs most represented by those who completed the
precourse survey were practical nursing (n = 42, 20.9%); social service worker (n = 24,
11.9%); recreation leadership (n = 23, 11.4%); police foundations (n = 22, 10.9%); and
developmental services worker (n = 22, 10.9%). In the postcourse survey, practical
nursing was the most represented (n = 27, 19.9%), followed by social service workers (n
= 22, 16.2%); recreation leadership (n = 7, 5.1%); police foundations (n = 22, 16.2%);
and developmental services worker (n = 11, 8.1%). Six of the 11 professional programs
had fewer participants in the postcourse survey than the precourse survey. A
demographic summary (see Table 4) displays the professional program represented in the
pre- and postcourse surveys for students engaged in the IPE initiative. Variations in the
proportion of professional programs‟ representation from the precourse survey to the
postcourse survey are identified by the symbol  for increase and the symbol  for
decrease.
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Table 4
Comparison of Professional Programs’ Response Rate Pre- and Postcourse Surveys
Professional program
Child and youth worker
Dental hygiene
Developmental services worker
Law and security administration
Medical radiation technology
Native child and family services
Paramedic
Police foundations
Practical nursing
Recreation leisure services
Social service worker

Precourse survey
n = 201
N
%

Postcourse survey
n = 136
n
%

17
13
22
9
11
13
4
22
42
23
24

14
14
11
3
9
7
0
22
27
7
22

8.5
6.5
10.9
4.5
5.5
6.5
2.0
10.9
20.9
11.4
11.9

10.3
10.3
8.1
2.2
6.6
5.1
0
16.2
19.9
5.1
16.2

Pre-post
change












Preferred Style of Learning
The students who completed the precourse survey (n = 201) were asked to rank
their preferred learning styles. The students were given a list of learning styles and an
explanation of each learning style. They were asked to select the learning styles they felt
best described them. Each learning style was rated using a 6-point Likert scale ranging
from 1 (strongly disagree) to 6 (strongly agree). In Table 5, the learning styles list the
percentage of students‟ responses to (agree) and (strongly agree). The students response
are ranked from highest to lowest based upon the combination of the strongly agree and
agree responses.
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Table 5
Preferred Learning Styles
Agree
Learning style*

N

Strongly
agree
n
%

Agree &
strongly agree
n
%

n
%
Active (Manipulates objects, physical
199
70
35.2 92
46.2
162 81.4%
experiments, learn by trying)
Visual (Graphs, pictures, and diagrams)
199
78
39.2 83
41.7
161 80.9%
Social (Communicate with people and to actively
196
89
45.4 46
23.5
135 68.9%
listen)
Sensory (Concrete, practical, and like procedural
193
74
38.3 44
22.8
118 61.1%
information)
Sequential (Information in an orderly manner,
197
63
32,0 43
21.8
106 53.8%
puts details together to see the whole picture)
Aural (Working with sound and music)
196
55
28.1 26
13.3
81
41.3%
Solitary (Focus on thoughts, and to be private and
194
50
25.8 26
13.4
76
39.2%
reflective)
Verbal (Written and spoken word, reading and
196
45
23.0 31
15.8
76
38.8%
writing)
Note. Adapted from “Kolb Learning Styles,” by D. Kolb, 2011. Retrieved from http://www.businessballs.
com/kodytlblearningstyles.htm

Two learning styles were endorsed by the majority of students: active (n = 162,
81.4%) and visual (n = 161, 80.9%). These learning styles were closely followed by
social (n = 135, 68.9%) and sensory (n = 118, 61.1%) learning. The solitary (n = 76,
39%) and verbal (n = 76, 39%) learning styles were the least endorsed by the students.
Variations in learning styles. A cross-tabulation was used to compare the
differences in learning styles based upon professional program. Table 6 lists each
professional program engaged in the IPE initiative, accompanied by the three top learning
styles.
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Table 6
Comparison of Professional Program to Learning Style
Program
Child and youth worker
Dental hygiene
Developmental services
worker

Visual
82.4
76.9
90.9

Aural
29.4
15.4
57.1

Sensor
y
60.0
61.5
66.7

Activ
e
64.7
61.5
90.9

Social
70.6
38.5
61.9

Solitar
y
40.0
30.8
42.9

Sequenti
al
43.8
53.8
52.4

Verbal
50.0
30.8
40.9

Law and security
administration
Medical radiation
technology
Native child and family
services
Paramedic
Police foundations
Practical nursing
Recreation leisure
services
Social service worker

88.9

55.6

33.3

88.9

77.8

0

22.2

0

54.5

18.2

72.7

81.8

18.2

36.4

72.7

18.2

92.3

25.0

76.9

69.2

92.3

69.2

53.8

61.5

75.0
72.7
78.0
91.3
78.3

25.0
50.0
43.9
47.8
50.0

50.0
55.0
58.5
60.9
60.9

100
72.7
83.3
95.7
86.4

100
72.7
57.5
91.3
82.6

75.0
31.8
38.5
30.4
47.8

50.0
54.5
53.7
52.2
65.2

25.0
36.4
32.5
43.5
54.5

Active and visual learning styles were identified by 10 of the 11 professional
programs as one of their top three learning choices. Social was identified by six of the
11professional programs, and sensory by five of the 11 professional programs. Compared
to the other 10 professional programs, the native child and family services program had a
variation in their top three learning styles. Students from that program selected social
(92.3%), visual (92.3%) and sensory (76.9%). None of the professional programs
identified solitary (focus on personal thoughts, or self-reflection) as an important learning
style. All professional programs engaged in a field/clinical placement selected active
learning as one of their top three learning styles.
A Pearson chi-square test was used to assess the relationship between professional
program and learning style. With significance set at the p = .001 level, no significant
differences between professional programs involved in the IPE initiative and selfreported preferred learning styles were identified (see Table 7).
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Table 7
Pearson Chi-Square of Differences Between Professional Program and Learning Style
Learning style
n
Visual
198
Aural
195
Sensory
192
Active
198
Social
195
Solitary
193
Sequential
196
Verbal
195
*Significant at the .001 level

2
41.56
59.66
41.05
50.04
72.50
53.69
39.57
61.74

df
50
50
50
50
50
50
50
50

p*
.796
.165
.842
.472
.020
.335
.855
.123

Gender and learning style. The differences between gender and learning style
from the precourse survey were compared using a cross-tabulation. Female students
selected active (n = 117, 82.4%); visual (n = 116, 81.7%); and social (n = 60, 65.0%) to
best describe their personal learning styles. Similarly, male students selected visual (n =
44, 78.6%); active (n = 44, 78.6%); and social (n = 43, 78.2%) as their top three learning
styles. Although the principal learning styles were consistent between genders, male
students valued their top three learning styles equally, whereas the female students valued
active and visual equally. Social learning was selected by fewer females.
In comparison to the female students, the male students ranked visual learning
ahead of active learning. Female students had a higher percentage for the active and
visual learning styles, whereas the male students had a higher percentage for social
learning style. Other gender differences in learning styles were found in three other
learning styles not identified in the top three. Sensory learning style was significantly
higher for the male students (n = 77, 72.7%) than the female students (n = 40, 56.2%).
Solitary was ranked as the lowest style of learning for male students (n = 22, 40.0%)
whereas verbal was ranked the lowest style of learning for female students (n = 54,
39.1%).
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To determine whether a relationship existed between gender and learning styles,
Pearson chi square tests were performed. No statistics were found to reveal a significant
relationship (see Table 8).
Table 8
Students’ Preferred Learning Styles
Learning style
n
Visual
198
Aural
195
Sensory
192
Active
198
Social
195
Solitary
193
Sequential
196
Verbal
195
*Significant at the .001 level

2
8.38
5.32
5.36
3.22
7.26
2.60
4.64
5.87

df
5
5
5
5
5
5
5
5

p*
.137
.803
.373
.665
.202
.763
.461
.319

Age and learning style. For all the age groups, the participants endorsed the
visual, active, and social learning styles the most often. The age groups also were
consistent in their lack of interest in the aural, solitary, and verbal learning styles. There
was variability among the age groups in sensory and sequential styles. There was strong
endorsement from the age group 40 to 49 for sensory learning (91.7%), and sequential
learning appeared to be more important as age increased (see Table 9).
Table 9
Comparison of Learning Styles by Age Group
Age
19 & younger
20-29
30-39
40-49
50-59

Visual
89.3
78.6
82.8
84.6
78.6

Aural
53.6
36.0
51.7
33.3
46.2

Sensory
46.2
60.9
64.3
91.7
57.1

Active
75.0
84.8
72.4
76.9
85.7

Social
67.9
70.9
66.7
66.7
61.5

Solitary
29.6
36.9
53.6
18.2
50.0

Sequential
39.3
51.8
55.2
72.7
78.6

Verbal
25.0
37.3
48.3
50.0
57.1

102
The suggested relationships between learning style and age were tested with a
Pearson chi-square test to determine statistical significance. No learning style was found
to have a significant relationship with age (see Table 10).
Table 10
Pearson Chi-Square Values for Age Group and Learning Style
2
11.74
26.24
14.00
19.30
23.33
25.38
30.78
27.66

Learning style
n
Visual
195
Aural
192
Sensory
189
Active
195
Social
192
Solitary
190
Sequential
193
Verbal
192
*Significant at the .001 level

df
20
20
20
20
20
20
20
20

p*
.925
.158
.830
.503
.273
.187
.058
.118

Learning Methods
The next area examined in the precourse survey was the students‟ most interesting
format for learning or learning method. The students were given a list of learning
methods and were then asked to rate the method of learning using a 5-point Likert scale
from 1 (not at all interesting) to 5 (very interesting). Table 11 lists the most interesting
format for training.
Table 11
Most Interesting Format for Training Identified by Students
Format for training

Observation of real-life
events
Performance of tasks in
real-life situations
Simulation of real-life
events
Guest speakers
Small-group work
Large-group work
Lecture

N

199
200
198
200
198
199
198

Interesting

Very interesting

Agree & strongly
agree
n
%

n

%

n

%

73

36.7

103

51.8

176

88.5

79

39.5

85

42.5

164

82.0

73

36.9

83

41.9

83

41.9

94
79
57
53

27.9
39.9
28.6
26.8

45
21
15
6

13.4
10.6
7.5
3.0

150
100
72
59

75.0
50.5
36.2
29.8
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The top three most interesting formats for learning identified by the students in
the precourse survey were observation of real-life events (n = 176, 88.5%); performance
of tasks within a real-life situation (n = 164, 82.0%); and simulation of real-life events (n
= 156, 78.8%). Guest speakers (n = 150, 75.0%) was another format also highly
endorsed by students. The remaining formats were endorsed by as many as half of the
students (small-group learning, n = 100, 50.4%; large-group learning, n = 72, 36.2%;
lecture, n = 59, 29.8%).
Professional Programs and Learning Methods
A cross-tabulation was conducted to examine the relationship between students in
a professional program and their preferred method of learning. Table 12 identifies the top
three most important formats for learning for each professional program.
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Table 12
Comparison of Professional Programs and Learning Methods

Program
Child and youth
worker
Dental hygiene
Developmental
services worker
Law and
security
administration
Medical
radiation
technology
Native child and
family services
Paramedic
Police
foundations
Practical nursing

18.8
38.5

Smallgroup
work
%
37.5
46.2

Largegroup
work
%
37.5
38.5

21

28.6

59.1

9

11.1

11

Observation
%

Simulation
%

Performance
%

Guest
speaker
%

82.4
100

50.0
84.6

76.5
76.9

62.5
76.9

40.9

90.9

63.6

63.6

63.6

55.6

22.2

100

100

66.7

77.8

36.4

27.3

27.3

100

90.9

90.9

90.9

13

61.5

84.6

53.8

92.3

76.9

92.3

100

4

50.0

25.0

50.0

100

100

100

100

22

40.9

59.1

36.4

86.4

90.9

95.5

68.2

N=
197

Lecture
%

16
13

41

29.3

25.0

14.6

63.4

85.4

78.0

66.7

Recreation
leisure services

23

26.1

87.0

60.9

87.0

69.6

82.6

73.9

Social service
worker

24

12.5

45.8

37.5

87.0

78.3

91.7

62.5

Students in all 11 professional programs identified observation of real-life events
as one of the top three preferred methods of learning. Students in the paramedic program
rated observation of real-life events, simulation of real-life events, and performance of
tasks within a real-life situation as equally preferred methods of learning. Students in the
developmental services worker program rated performance of real-life experiences,
simulation of real-life learning experiences, and guest speakers as equally preferred
methods of learning. Lecture was the least preferred method of learning for all 11
professional programs.
Pearson chi-square tests were used to examine the relationship between
professional program and learning strategy. Only one of the learning formats was found
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to have a significant relationship with the professional programs: small-group work,
2(40, N = 197) = 76.2, p < .001. The recreation leisure services and native child and
family services programs strongly endorsed small-group work as a preferred learning
method. The medical radiation technology, paramedic, and practical nursing programs
gave the lowest importance to small-group learning (see Table 13).
Table 13
Pearson Chi-Square Values for Professional Programs and Learning Strategies
Learning method
n
Lecture
197
Small-group work
197
Large-group work
198
Observation
198
Simulation
197
Performance
199
Guest speaker
199
*Significant at the .001 level

2
52.20
76.21
40.62
23.15
48.26
45.34
69.23

df
40
40
40
40
40
40
40

p
.094
< .001*
.443
.809
.174
.259
.037

Gender and learning methods. A cross-tabulation was conducted to compare
gender differences in method of learning in the students who completed the precourse
survey. Female students ranked simulation of real-life events (n = 117, 82.4%);
performance of tasks within a real-life event (n = 114, 80.3%); and guest speakers (n =
102, 71.8%) as their top three learning methods. Male students ranked performance of
tasks within a real-life event (n = 49, 87.5%); observation of real-life events (n = 47,
83.9%); and simulation of real-life events (n = 38, 67.9%).
Large group learning and lecture were both ranked the lowest. Females ranked
large group work learning as n = 45 (31.69%), and males ranked large group learning as n
= 26 (46.42%). Female students ranked lecture as n =36 (25.35%), and males ranked
lecture as n = 23 (41.07%).
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A Pearson chi-square test was used to determine a statistically significance
difference between the genders in learning methods. Males and females were
significantly different on small-group work, with females indicating greater interest in
small-group work for their learning, 2(40, N=197) = 23.66, p < .001 (see Table 14).
Table 14
Pearson Chi-Square Values for Differences Between Gender and Learning Methods
2
6.44
23.66
9.70
5.16
10.48
3.26
9.39

Learning style
n
Lecture
197
Small group work
197
Large group work
198
Observation
198
Simulation
197
Performance
199
Guest speaker
199
*Significant at the .001 level

df
40
40
40
40
40
40
40

p
.168
< .001*
.046
.160
.033
.515
.094

Age and method of learning. Different age groups were consistent with selecting
activities related to real-life events (observation, simulation, and performance) as the
most interesting learning methods (see Table 15). Large-group work was not strongly
endorsed by any age group.
Table 15
Age and Method of Learning

19 &
younger
20-29

28

10.7

Smallgroup
work
%
35.7

111

30.6

54.5

35.7

90.3

86.5

86.6

70.5

30-39

30

23.3

33.3

24.1

82.1

62.1

73.3

80.0

40-49

13

53.8

69.2

46.2

84.6

69.2

76.9

69.2

50-59

13

46.2

71.4

57.1

92.9

64.3

85.7

71.4

Age

N=
195

Lecture
%

Largegroup
work
%
32.1

Observation
%

Simulation
%

Performance
%

Guest
speakers
%

85.7

75.0

71.4

57.1

A Pearson chi-square test was used to assess the relationship between age and
method of learning. A two-way contingency table analysis was conducted to assess

107
whether age was related to level of interest in learning strategies. Age and level of
interest for lectures were related, Pearson 2(16, N = 194) = 40.766, p = .001. Participants
in the older age groups were more interested in lectures as a learning method (see Table
16).
Table16
Pearson Chi-Square Values for Age and Learning Style
Learning style
n
Lecture
194
Small-group work
194
Large-group work
195
Observation
195
Simulation
194
Performance
196
Guest speaker
196
*Significant at the .001 level

2
40.77
24.91
16.60
17.05
15.33
18.61
22.97

df
16
16
16
16
16
16
16

p
.001*
.071
.412
.148
.501
.290
.115

Goals, Self-Reflection, and Learning
Learning goals. In the precourse survey, students were asked whether they had
developed their own personal goals. Of the 201 students completing the survey, 62.5%
indicated that they had developed personal learning goals (n = 124); the remaining 36%
had not (n = 71). The students were asked how important it was for the course goals to
match their personal learning objectives. Of the students who had developed personal
learning goals, the majority indicated that it was important (n = 63, 31.3%) or very
important (n = 58, 44.6%) to develop course goals that matched the learning objectives.
Self-reflection. Students in the pre-survey were questioned about the importance
of self-reflection in their course. Many of the respondents indicated that self-reflection
was important (n = 38, 39.2%) or very important (n = 60, 30.2%).
Practical knowledge. Nearly all of the students reported that practical knowledge
was important for their learning, with 70.9% (n = 141) of students indicating that it was
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very important, and 25.4% (n = 51) reporting that it was important. The high level of
importance of practical learning was congruent with the dominance of active learning by
students (n = 162, 81.4%).
Ethics, Appreciative Inquiry, and Problem Solving
The students were asked to rate the importance of ethics, appreciative inquiry, and
problem solving when dealing with an issue. Choices ranged from 1 (not at all important)
to 5 (very important). All three components were found to be important to the majority of
students in the precourse survey (see Table 17).
Table 17
Ethics, Appreciative Inquiry, and Problem Solving
Components of an issue
Ethics
Appreciative inquiry
Problem solving

N
201
200
200

Important
n
57
89
55

%
28.4
44.5
27.5

Very Important
n
%
125
62.2
81
40.5
133
66.5

Organization of IPE Classes
The students were asked survey questions about the organization of the classes
and the preparation required for assignments.
Explanation required prior to starting an assignment. Many of the students in
the precourse survey indicated that they needed a complete explanation by a professor
before commencing an assignment (n = 118, 58.7%), whereas other students felt that a
short introduction was sufficient (n = 72, 35.8%). Relatively few students did not need an
explanation before commencing assignments (n = 7, 3.5%)
Frequency of the class. Nearly all of the students responded to the question on
the change to frequency of classes on the precourse survey. There were similar
proportions of students favourable on the existing frequency of the classes at two classes
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per month (n = 51, 25.5%), although slightly more participants approved of classes held
once per month (n = 57, 28.5%). Some students felt that no classes should be offered (n =
34, 17.0%).
Length of class. Students were asked about changes to the length of the IPE
classes. Many students felt that the current length of the classes, 50 minutes, was the best
(n = 80, 40.0%), although some felt that the classes could be extended to 1 hour and 30
minutes (n = 35, 17.5%). Similar to the question on frequency of classes, an equal
proportion felt that no class minutes should be devoted to the course (n = 32, 16.0%).
Postcourse Student Survey
Interprofessional Collaborative Competencies Attainment Survey
The Interprofessional Collaborative Competencies Attainment Survey (ICCAS) is
a quantitative reflective survey designed to measure changes in learners‟ perceptions of
attitudes and behaviors on various interprofessional competencies. The core
competencies include communication, collaboration, roles and responsibilities,
collaborative person-centered approach, conflict management resolution, and team
functioning. The tool is scored on a 7-point Likert scale, with higher values indicating
greater agreement with the statements. A paired-samples t test was conducted to
determine whether the participants reported differences in their skill levels of the items of
the ICCAS before and after the IPE intervention (see Table 18).
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Table 18
ICCAS Results of Student-Perceived Skill Level

Communication
Promote effective communication among members of an IP
team
Actively listen to IP team members‟ ideas and concerns
Express my ideas and concerns without being judgmental
Provide constructive feedback to IP team members
Express my ideas and concerns in a clear, concise manner
Collaboration
Seek out IP team members to address issues
Work effectively with ,IP team members to enhance service
for individuals
Learn with, from and about IP team members to enhance
service for individuals
Roles and responsibilities
Identify and describe my abilities and contributions to the IP
team
Be
accountable for my contributions to the IP team
Understand the abilities and contributions of IP team
members
Recognize how others‟ skills and knowledge complement
and overlap with my own
Collaborative person-centered approach
Use an IP team approach to assess the individuals‟ situation
Use an IP team approach in creating a holistic approach
Include the individual and/or family in the decision-making
process
Conflict management/resolution
Actively listen to the perspectives of IP team members
Take into account the ideas of IP team members
Address team conflict in a respectful manner
Team functioning
Develop an effective plan of action with IP team members
for individuals
Negotiate responsibilities within overlapping professional
roles
*Significant at the .001 level

Pre-M

Post-M

t test
(df)

df

p

5.40
5.70
5.59
5.60
5.73

6.05
6.11
6.04
6.13
6.08

-5.428
-3.481
-3.647
-4.484
-2.775

134
135
135
135
135

< .001
.001
< .001
< .001
.006

5.03
5.36

5.79
6.04

-6.079
-5.563

135
135

< .001
< .001

5.33

6.08

-6.145

135

< .001

5.33
5.47
5.26
5.32

6.11
6.11
6.11
6.16

-6.606
-5.868
-6.716
-6.723

133
134
134
134

< .001
< .001
< .001
< .001

5.65
5.19
5.48

6.04
5.94
6.03

-0.821
-6.210
-4.647

132
133
132

.413
< .001
< .001

5.59
5.55
5.62

6.11
6.11
6.11

-4.564
-5.085
-4.009

133
130
131

< .001
< .001
< .001

5.36

6.07

-6.128

132

< .001

5.33

6.16

-6.681

132

< .001

Nearly all of the items on the ICCAS showed significant improvements between
before and after the IPE education classes; only two of the items showed no significant
difference. The t test for the item under the core competency of communication, “Express
my ideas and concerns in a clear, concise manner,” did not show an significant
difference, t(135) = -2.775, n.s. The item under the competency of collaborative person-
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centered approach, “Use an IP team approach to assess the individuals‟ situation,”
showed no significant difference between before and after scores, t(132) = -.821, n.s. The
two items not indicating a significant difference also were in the top three greatest means
before the IPE initiative, meaning that the items were already highly endorsed by the
students.
Interprofessional and Clinical Activities
The IEPS (McFadyen et al., 2007) was used to assess changes in attitudes and
reaction to involvement in interprofessional activities. High scores on the items (scored
on a 6-point Likert scale) indicated stronger agreement with the statement. Table 19
shows the pre- and postcourse survey means on the items of the IEPS. One-way ANOVA
was conducted to assess whether the means of the individual items on the IEPS were
different between the pre- and posteducational interventions. No items on the IEPS were
found to have a statistically significant difference between the pre- and postcourse
surveys.
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Table 19
IEPS – Changes in IP Activities
Statement

Pre-M

Post-M

F (df)

df

p

Individuals in my profession are well-trained
Individuals in my profession are able to work closely with
individuals in other professions
Individuals in my profession are very positive about their
work goals and objectives
Individuals in my profession need to cooperate with other
professions
Individuals in my profession are very positive about their
contributions and accomplishments
Individuals in my profession must depend upon the work
of people in other professions
Individuals in my profession trust each other‟s
professional judgment
Individuals in my profession are extremely competent
Individuals in my profession are willing to share
information and resources with other professions
Individuals in my profession have good relations with
people in other professions
Individuals in my profession think highly of other related
professions
Individuals in my profession work well with each other
*Significant at the .001 level

5.25

5.21

0.151

1,334

0.697

5.11

5.01

0.937

1,333

0.334

5.04

5.10

0.370

1,332

0.543

5.52

5.35

3.867

1,332

0.050

5.13

5.13

0.000

1,334

1.00

4.75

4.82

0.357

1,333

0.551

4.96

4.89

0.406

1,334

0.524

5.12

5.10

0.062

1,333

0.803

5.04

4.93

1.014

1,334

0.315

4.90

4.87

0.094

1,334

0.759

4.81

4.86

0.226

1,334

0.635

5.20

5.10

0.912

1,334

0.340

Pre- and postcourse surveys were used to collect quantitative data from students
in 11 disciplines engaged in the IPE initiative. The response rate for the precourse survey
was (n = 201, 88.6%) and the postcourse survey was (n = 136, 58.1%). Females were the
primary participants in the pre- and postcourse surveys. The predominate age range for
the students was between 20 and 29 years. The precourse survey questions focused on
demographics, learning style and methods, factors to consider in solving clinical issues
and attitudes, and reaction to involvement in IP activities presenior clinical experience.
The postcourse survey questions focused on demographics, IPE core competency
achievement, and attitudes and reaction to involvement in IP activities during senior
clinical experience.
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Conclusion
The analysis of the mixed methods study was presented in three sections in this
chapter. Section I outlined the analysis of the one-on-one interview with the
administrator, Section II reported the analysis of the focus group with the faculty
members, and Section III summarized the precourse and postcourse student survey
results. The discussions and recommendations based upon data analysis are presented in
chapter 5.
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Chapter 5: Discussion and Recommendations
Introduction
This chapter discusses the findings of the data analysis of the SCP that may
inform the process of designing and evaluating an IPE initiative within an academic
setting. Recommendations are based upon the synthesis of the salient points from the
one-on-one interview with the administrator, the faculty focus group, and the student preand postcourse surveys. The discussion and recommendations are organized using the
three interrelated components of the PTF discussed in chapter 2: organizational change,
program impact, and learner evolution. The chapter concludes with a discussion of the
leadership role that nurses with a DNP might make in envisioning, developing,
implementing, and evaluating IPE initiatives.
Organizational change is an evolving process. Political, economic, and societal
issues often force organizations at various points in their development to undergoing
significant changes in order to continue to be successful. The organizational change of
the PTF incorporates the four elements of political, academic, cultural shift, and
partnerships.
Organizational Change
Political: Funding
The administrator and faculty members identified that the IPE initiative originated
as the result of funding received from HealthForce Ontario. This funding was given to
educational institutions for the development of new IPE initiatives. The administrator
indicated that the funds were used in part to develop the curriculum and learning and
teaching tools, release faculty, and provide professional development activities.
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From the interview, the goal of the IPE initiative at the college from the
perspective of administration was to deliver the IPE initiative in a cost-effective manner
reflective of best practice guidelines. The coordinators‟ goal was to ensure that no
additional hours were added to their individual programs and that faculty would receive
adequate infrastructure support and resources. The administrator felt that the IPE
initiative was delivered in a cost-effective manner. The faculty expressed concern about a
lack of resources, but they did not specifically describe the deficits.
Organizational change can be evaluated through a return on investment. The
college expects all initiatives to demonstrate a balanced budget or a surplus. The first step
in the cost-benefit analysis is to establish the objectives of the project. The IPE team
established three objectives: (a) design and implement the IPE program, (b) formulate an
IPE program evaluation plan from the elements and partnerships developed within the
academic setting, and (c) recommend an IPE project design and process for IPE
initiatives based upon the findings of the program evaluation.
The expenses for the IPE initiative were divided into five main categories: labor,
curriculum development, teacher resources, professional development, and evaluation
and dissemination. Labor, the largest cost, included the salaries and benefits for 11
faculty members, one team leader, a web designer, and support staff. Curriculum
development was another major cost. The original curriculum team was composed of
representatives from clinical agencies, administrator, along with faculty members, the
team leader, and a consultant. The curriculum package can be sold to other educational
institutions to recoup costs. Several learning tools and professional development
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workshops were developed. These items can be sold to recoup costs or facilitate the
purchase of additional resources.
The administrator indicated that in the future, he wants to increase the number of
disciplines engaged in the IPE initiative. Additional funds will be required to accomplish
the administrator‟s goal and the faculty‟s request for supplementary resources. Politically,
several federal and provincial organizations continue to support the IPE verbally, but
limited educational grants are available to assist educational institutions in sustaining IPE
initiatives. The college can promote the IPE initiative to potential learners as a method to
improve program marketability. The result could be an increase in program enrolment
and revenue (see Table 20).
Table 20
Increase in Revenue
Program
Child and youth worker*
Dental hygiene
Developmental services worker
Law and security
Medical radiation technology*
Native child and family services
Paramedics
Police foundations
Practical nursing
Recreation therapy
Social service worker
Potential increase in revenue
*Denotes programs 3 years in length

Tuition fee x 2 years
2011-2012
$6,504
$15,358
$6,508
$6,428
$10,342
$6,508
$6,508
$6,428
$7,662
$6,508
$6,508

Two additional students: Potential
revenue growth
$13,016
$30,316
$13,016
$12,856
$20,684
$13,016
$13,016
$12,856
$15,324
$13,016
$13,016
$170,532

Recommendations related to maintaining political funding for the IPE initiative
include the following strategies:
1. Administrators should consider a number of marketing items, including the
sale of the real-life videos, the curriculum binder, and the professional
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development workshops to assist with sustainable funding and promote
visibility of the IPE initiative.
2. The website for each health and community service discipline engaged in the
IPE initiative should contain not only information about the IP initiative but
also testimonials from health and community service agencies validating the
need for graduates to have IP knowledge and skills.
3. Administrators should network with regional and national governments and
policymakers to secure funding for IPE initiatives. Specifically in Canada,
administrators should network with HealthForce Ontario to consider options
to continue or reinstate funding at the provincial level.
4. Return on investment should be completed on all IPE initiatives.
Academic Change
The administrator and some faculty indicated that they had been educated within
their own professions only. The administrator indicated that although clinically, some
faculty were engaged in IPC, when assigned to teach within specific programs, faculty
focused on intraprofessional knowledge and skills. Professional development activities
were held to support the administrator and faculty. Faculty expressed the need for
professional development activities to be planned throughout the IPE initiative as faculty
needs evolve. In addition, because of the change in the teaching environment from
intraprofessional to IP, they felt that the same faculty should teach the IPE initiative from
start to completion.
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Recommendations related to managing the academic change include the
following:
1. Plan ongoing professional development activities throughout the IPE initiative
based upon faculty requirements.
2. Identify IPE mentors who can support and facilitate new faculty when
engaged in IPE teaching.
Relationships. Faculty found that as the IPE initiative progressed, students from
different disciplines were building personal relationships outside of their programs.
Positive relationships exist between individuals who are respectful, display empathy, and
are actively cooperative. Herbert (2005) identified the IPE cultural shift as the movement
away from educating and practice training health professions in intraprofessional silos to
developing and promoting a collaborative IP, patient-centered workforce and practice
teams. Relationship building also was found between and among faculty members from
the different disciplines.
At the faculty level, the administrator identified that building faculty relationships
was important to the success of the IPE initiative. He indicated that faculty were actively
engaged in all aspects of the IPE initiative from design to evaluation.
Recommendations related to building relationships include the following:
1. Develop student socialization activities throughout the IPE initiative.
2. Use ice-breaker teaching activities at the beginning of each class.
3. Employ the PAR model to facilitate faculty relationship building and engage
them as equal partners throughout the IPE initiative.
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4. Engage faculty from the beginning of the initiative through the revision and
evaluation processes.
Communication. The current administrator mentioned that he had “inherited” the
IPE initiative from two previous administrators. The only constant element throughout
the IPE was one of the two coleaders. However, despite this one constant element, some
faculty members still commented about communication issues.
Some faculty felt that the messages received from the leader or coleaders were
inconsistent, but other faculty members did not perceive communication as an issue.
Northouse (2010) remarked that “communication is the vehicle through which leaders
and subordinates create, nurture, and sustain useful exchanges” (p. 155).
Recommendation to promote consistent communication is the following:
1. Develop a consistent and efficient mechanism of communication and
leadership that is cognizant of individual and team needs.
Cultural Shift
Introducing an IPE initiative into the academic setting created a cultural shift for
the faculty and the organization. The faculty mentioned that at the start of the initiative,
they felt trepidation and uncertainty. They spoke about the shift from educating
intraprofessionally to developing and promoting an IPE. Faculty acknowledged that their
anxieties and concern about educating students from different disciplines decreased when
the students expressed their satisfaction with the IPE initiative.
In addition, the college as an organization had its own culture based upon its
mandate, practices, procedures, policies, and routines. The mandate of the college is to
prepare graduates for the workforce. The administrator spoke about the advisory
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committee‟s satisfaction with preparing graduates with the necessary IPE knowledge,
skills, and attitude to work within a collaborative IP team-based environment.
Recommendations to support the faculty and organization throughout the cultural
shift include the following:
1. Acknowledge faculty‟s emotional upheaval resulting from the new teaching
experience of teaching IPE.
2. Establish biweekly problem-solving meetings to address and resolve faculty
concerns.
3. Develop a mentoring system for new faculty engaged in the IPE initiative.
4. Provide assurance that the IPE initiative fits within the existing organizational
climate or culture.
Partnerships
Biannually, the administrator and coordinators indicated that they meet with the
advisory committee from each health and community service program. The administrator
acknowledged the advisory committees‟ excitement that students and graduates from the
health and community service programs will now have a “deeper appreciation and
understanding of IP.” They also expressed their willingness to work closely with the
students engaged in the IPE initiative. The faculty indicated their concern about the
limited link between IPE theory and the practice setting, thus precluding the students
from transferring IP theory into practice. They did mention that a partnership had been
forged between the educational institution and the medical school.
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Recommendations to promote partnerships include the following:
1. Promote the health and community service advisory committees as equal
partners in the design and implementation of the IPE initiative as it evolves.
2. Foster dialogue with the representatives of the health and community service
advisory committees on strategies during quarterly meetings to create an IP
environment within their settings.
Another interrelated component of the PTF is program impact. The impact theory
component of the PTF is a course of action that brings about a positive educational
change. In the academic setting, the action is reflective of professional change and the
creation of an interprofessional curriculum. The parts of the PTF discussed next include
faculty workload, models of delivery, IPE core competencies, and classroom
organization.
Program Impact
Faculty Workload
The faculty expressed concern not only about the workload required to design and
implement the IPE initiative but also their lack of expertise in designing an IPE initiative,
resulting in additional workload. Although faulty acknowledged that a consultant had
been hired to assist faculty in the development of the curriculum, they indicated that new
IPE teaching tools needed to be developed (i.e. videos, case studies, PowerPoints, lesson
plans, etc.). Faculty identified that the development of the curriculum was a collaborative
process that allowed all participants to approve all aspects of the curriculum and teaching
tools. The coordinators of the 11 programs were given a copy of the yellow binder that
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contained all IPE materials. Faculty expressed satisfaction with the collaborative process
used throughout the IPE initiative as well as the participatory decision-making process.
Recommendations to manage the increased workload include the following:
1. Assign an administrator to work directly with individual faculty to assess their
workload demands and develop a collaboration and balanced plan of action.
2. Require administrators provide resources for faculty to assess the existing
curriculum and develop a collaboration and plan of action to develop and
share teaching tools.
Models of Delivery
Faculty indicated that two models of delivery exist, namely, a short-term theory
course and real-life clinical simulation. Faculty felt that both models of delivery are
unique because they encompass health and community service programs. They indicated
that the theory-based course is taught within a classroom environment and the clinical
simulation takes place throughout the college setting and includes actors, role-playing,
student mentors, clinical experts, and mannequins. Faculty who taught the theory-based
course were teamed with another faculty member from different disciplines. Faculty
expressed satisfaction with team teaching and indicated the need to continue this style of
teaching.
Faculty engaged in both the theory-based course and the simulation activity
expressed greater satisfaction with the simulated model of learning over the theory-based
course. They felt that simulation can promote authenticity within a controlled
environment. The simulated activities were designed based upon real-life clinical issues
that multiprofessionals would face within the practice setting. The simulation activities
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include a combination of theory and practice. The simulated activities are videotaped for
use as a teaching tool and to permit other students who cannot participate in the simulated
activities to view them later. Observation of real-life clinical events was identified by the
students in all 11 professional programs as one of their top three preferred methods of
learning. The major drawback of simulative activities identified by the faculty was the
small number of students who can actively participate. Application of different IP models
of delivery within the same institution can be useful in meeting the students‟ preferred
methods of learning.
During the interview, the administrator indicated that the existing IPE theorybased course is a pilot study that needs to change. Currently, 11 programs are engaged in
the IPE initiative, but he would like to include more disciplines. This expansion will put
additional pressure on the college and faculty.
Recommendations for consideration in selecting a model of delivery include the
following:
1. Continue team teaching.
2. Promote real-life simulated activities.
3. Initiate a separate IP course that is mandatory for all students in the health and
community service disciplines.
4. Develop a formal evaluation plan for the model of delivery.
IPE Core Competencies
Faculty indicated that the hours attributed to the IP curriculum were extrapolated
from existing courses in each of their programs that covered such IP core competencies
as communication and respect. However, once faculty began to teach the IP core
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competencies, they expressed concern that the IP content was not the same as the IP core
competencies they taught within their own disciplines. Faculty found themselves
scrambling to find time to reinsert the IP core competencies and teach them from an
intraprofessional perspective. This issue has caused additional faculty stress and has
resulted in the need to compress the course content, an outcome that they feel does not
support effective student learning.
During his interview, the administrator mentioned the need to ensure best practice
guidelines in reference to IPE core competencies. He wanted to determine whether the IP
core competencies taught to the students were being retained by the students. The
researcher administered the ICCAS reflective survey to measure any change in the
learners‟ perceptions of attitudes and behaviors before and after they were taught the IP
core competencies of communication, collaboration, roles and responsibilities,
collaborative person-centered approach, conflict management resolution, and team
functioning.
Nearly all of the items on the ICCAS showed significant improvement. Two items
that did not show significant improvement were under the categories of communication,
“express my ideas and concerns in a clear, concise manner,” and collaborative personcentered approach, “use an IP team approach to assess the individuals‟ situation.” These
two items were already highly endorsed as attained by students.
Recommendations for the delivery of IPE core competencies include the
following:
1. Separate IPE course hours from courses within the different disciplines.
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2. Consider revising the IPE core competencies based upon national IPE core
competency standards.
3. Use the ICCAS as a standard evaluation for all IPE initiatives.
Ethics, Appreciative Inquiry, and Problem Solving
The students were asked in the precourse survey to rate the importance of ethics,
appreciative inquiry, and problem solving when dealing with person-centered clinical
issues. All three components were found to be important to the majority of students.
Faculty indicated that one of their teaching strategies was to use case studies. The
students are divided into IP teams and work collaboratively to create a person-centered
clinical plan of action.
Recommendations to faculty for incorporating ethics, appreciative inquiry, and
problem solving include the following:
1. Incorporate ethics, appreciative inquiry, and/or problem solving into the
development of their case studies.
2. Include assignments that require student reflection on ethics, appreciative
inquiry, and/or problem solving when creating a person-centered clinical plan
of action.
IP language. Faculty indicated that different disciplines and field or clinical
agencies use different terminology for IP. Words such as multidisciplinary,
interprofessional, and multiprofessional were used interchangeably during the
administrator interview and faculty focus group. A lack of standardized IP terminology
can be confusing to professionals working collaboratively and to students in practice
settings.
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Recommendation to standardize IP language is the following:
1. Develop a professional workshop inviting faculty, administration, and field
and clinical agency representatives to focus on the creation of an IP
standardized language.
Classroom Organization
Classroom organization was identified by faculty as having some challenges.
Class time. Faculty identified that in Semester 1, IPE classes were 50 minutes in
length. Faculty found that 50 minutes was inadequate. Semester 2 class time increased to
2 hours, which was found by faculty to be adequate.
Classroom space. Faculty felt that classroom space was inadequate for the
number of students in each discipline. They also indicated that the classrooms need
circular tables and/or breakout rooms to accommodate IPE team discussions and student
reflection.
Sectioning of students. Sectioning of students to accommodate the large number
of students was found by faculty to be both effective and ineffective. Some faculty were
concerned about the inconsistency in the teaching plans of action between the two
sections, and other faculty felt that if the each group of students obtained the same
learning outcomes, that were a sufficient goal.
Insufficient resources. Faculty mentioned the lack of resources, but they gave no
clear identification of which resources were lacking.
Poor classroom attendance. A concern expressed by the faculty was the poor
student attendance.
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Recommendations for classroom organization include the following:
1. Schedule IPE classes for at least 2 hours.
2. Use classrooms that contain circular tables and foster group discussions.
3. Establish dialogue between the two faculty groups to ensure that all faculty
agree on acceptable teaching plans of action and expected student learning
outcomes.
4.

Develop a mechanism so that administrators can involve faculty in the
process of identifying needed resources.

5. Generate strategies to encourage class attendance.
6. Examine all aspects of classroom organization through formative and
summative evaluations.
The final interrelated component of the PTF is learner evolution, which includes
demographics, learning styles, learning methods, and adult learning principles.
Learner Evolution
Demographics
The top age category for the students engaged in the IPE initiative was 20 to 29
years. Female was the predominate gender in both the pre- and postcourse surveys.
Learning Styles
Two learning styles were endorsed by the majority of students active, and visual.
The learning styles were followed closely by social and sensory learning. Solitary and
verbal learning styles were endorsed the least often by the students. In comparing
differences in learning styles based upon professional programs, 10 of the 11 professional
programs had active and visual learning styles as one of their top three learning choices.
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The native child and youth worker program had a variation in its top three learning styles:
social, visual, and sensory.
The ages of the students also had an impact on their learning style choices. There
was strong endorsement from the age group of 40 to 49 years for sensory learning;
sequential learning appeared to be more important as the ages of the students increased.
Learning Methods
The top three most interesting formats for learning identified by the students were
observation of real-life events, performance of tasks within a real-life situation, and
simulation of real-life events. Guest speakers also were highly endorsed by the students.
The remaining format endorsed by as many as half of the students was small-group
learning.
In examining the relationship between the different professional programs and
learning method, it was found that students in the recreation leisure services and native
and family services programs strongly endorsed small-group work, whereas students in
the medical radiation technology, paramedic, and practical nursing programs identified
small-group learning method as the lowest importance. Gender learning methods
differences indicated that males and females had significantly different responses toward
small-group work, with females indicating greater interest in small-group work for their
learning.
The ages of the students also influenced their preferred learning methods.
Students in the older age groups were more interested in lecture as a learning method. In
reflecting on the students‟ preferred learning methods, a combination of simulation, reallife, small-group, and large-group activities should be considered.
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Recommendation to faculty regarding students‟ learning preferences is the
following:
1. Evaluate students‟ characteristics within the classroom, such as age range,
gender, life and work experiences, primary language, culture and learning
styles, and preferred learning methods, to foster learner centeredness.
Adult Learning Principles
Weimer (2002) acknowledged that adult learning theory involves fostering
students‟ capabilities as learners and preparing them to be more self-directed.
Self-reflection. The majority of students indicated that self-reflection was
important or very important. None of the students identified solitary (i.e., focus on
personal thoughts, or self-reflection) as an important learning style. The concept of
student self-reflection was raised during the faculty focus group. One faculty member
commented that student self-reflection could not be accomplished in a 50-minute class
session and that 2 hours or 100 minutes was necessary. Another faculty member indicated
that in a course other than the IP, journals were used to encourage student self-reflection.
The same faculty member found that when reading the students‟ journals, it became
evident that the IP concepts were woven throughout the journals.
Learner goals. Students indicated they had developed personal learning goals.
The majority of students who had developed their personal goals indicated that it was
important or very important that the course goals match their personal learning goals.
Billings and Halstead (2005) found that students are more committed to learning when
the course learning goals are useful, realistic, and applicable to themselves.
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Recommendations to faculty to incorporate self-reflection and learner goals
include the following:
1. Develop strategies that foster learner self-reflection, identify learner goals,
and identify obstacles that hamper the learning process.
2. Consider using a guided reflective journal allowing students to express their
thoughts, beliefs, and assumptions, thus encouraging self-reflection.
3. Identify students‟ learning goals within the IP class and compare them to the
course goals.
Summary of Recommendations
The IPE initiative at the college was possible through the grant funds received
from HealthForce Ontario. Engaging all IPE participants (faculty, administrator,
coleaders) in every aspect of the IPE initiative from design to evaluation resulted in
administrative and faculty satisfaction with this process of engagement. The major IPE
core competencies were achieved by the students. After conducting an extensive IPE
literature review and completing an evaluation of the IPE initiative, three main IPE
elements were identified in the study: organizational commitment, program impact, and
learner evolution. These three main elements are needed in the design and sustainability
of an IPE initiative.
Sustainable funding is necessary to ensure the effectiveness and efficiency of the
initiative. Faculty need to perceive a supportive organization that demonstrates the
principles of social justice, ensures adequate resources, offers professional development
opportunities, and balances their work-life responsibilities. The organization also needs to
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promote partnerships. These partnerships can be internal among professional disciplines
within the school or external with field or clinical agencies, other educational institutions,
and the federal and provincial governments.
The development of an IPE curriculum is ongoing and requires revisions based
upon evidence from the literature, evaluation of the initiative, and changes in adult
learner characteristics and practice setting requirements. Incorporating the IPE initiative
into existing courses has resulted in major challenges for faculty. The college needs to
develop a separate IP course that is mandatory for all health and community service
students.
Students enrolled in postsecondary education are adult learners with specific
characteristics, learning goals, learning styles, cultural differences, and learning methods.
Faculty need to be mindful of the characteristics, goals and styles of learning, and cultural
differences of students within the IP course in order to design a learning environment
conducive to motivation and success. Success of an IPE initiative relies on the support
and commitment of all participants, including administration, faculty, students, and
community partners.
Recommendations for Future Research
In considering the findings of this study, it is important to note the limitations of
the study and suggest recommendations for future research. In terms of limitations, this
study was conducted at one educational institution within a rural setting. The sample in
this qualitative study was small, comprised of only one administrator and nine faculty
members. There was a difference in the number of student participants between the preand postcourse surveys. Of the 234 students scheduled for participation in the IPE
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initiative, 201 participated in the precourse survey, but only 136 participated in the
postcourse survey. The majority of student participants were females in both surveys,
thus requiring a more balanced gender distribution in future studies. Finally, because the
researcher was one of the co-leaders in the IPE initiative, bias was a possibility.
The researcher suggests that this study be replicated in another educational
institution using the same instruments to determine whether the findings can be validated.
It would be optimal to start the research process at the beginning of the IPE initiative.
There is a dearth of literature on the impact of the inconsistency of IP language between
disciplines and field or clinical settings.
Role of the Doctorate of Nursing Practice (DNP)
The doctoral nurse practitioner has an important role to play in the design,
development, implementation, and evaluation of IPE. Students require a rapid expansion
of knowledge to practice within a complex health care environment. IPE is an innovative
strategy that has been approved nationally and provincially in preparing graduates from
health and community service programs to work effectively and efficiently within an IP
collaborative, team-based environment within the practice setting. As a DNP educator
and coleader of the project, this researcher gathered evidence from a college
administrator, faculty members, and students using a mixed methods approach. The
evidence gained will aid other educational institutions and clinical agencies considering
or already engaged in an IPE or an IPC initiative. The results of the study elicited various
elements and components necessary for educational institutions and clinical agencies
when designing an IPE or an IPC initiative.
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As part of the DNP role, partnerships with other educational institutions and
involvement in committees are essential to the expansion of the IPE initiative. A
partnership was forged with the medical school to develop real-life simulated activities,
and representation on the Northwestern Interprofessional Committee aided in identifying
IPE experts. The sustainability of IPE initiatives throughout Canada is becoming a
challenge requiring political intervention at the national and local level. Meeting with
local members of the provincial government was important in discussing the value of the
IPE initiatives in providing necessary human resources. After the meeting it was
imperative to send a follow-up letter discussing the main points of the conversation and
providing evidence to support the sustainability of IPE initiative.
Creating learning tools to assist the faculty was an important aspect of this SCP.
Working with the film production department of the college and an independent film
company led to the creation of 14 videos. Four of the videos were based upon real-life
clinical scenarios that the professionals within the IPE initiative would be likely to deal
within their practices. The video production was tendered out to a professional firm. One
of the four videos won a national award of excellence. The four videos have the potential
to be sold to other educational institutions. Because HealthForce Ontario (2010) funded
the IPE initiative, any profits received from the development of the project would benefit
the college.
The other 10 videos were designed to describe the role and scope of practice for
the professions involved in the IPE initiative. The 10 program videos were used in the
IPE initiative as well as at career fairs marketing individual IPE programs. An increase in
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student admission also will increase college revenue. Another important role of the DNP
was to develop professional development workshops for the faculty.
A number of professional development workshops were held throughout the IPE
initiative to educate faculty about the role and scope of practice of each of the professions
involved in the project, ensure that they had an in-depth understanding of the curriculum,
and equip them with essential teaching strategies. The workshops enabled the faculty to
have a sense of comfort in working with other professions and confidence in the delivery
the IPE curriculum. The workshop packages can be marketed and sold to other
educational institutions that are engaged in new IPE initiatives to assist the institutions
and help to recoup some of the curriculum costs. Discussion about packaging and selling
the professional IPE workshops has taken place with the associate dean of health and
community service at the college.
Dissemination is a major role of the DNP. Aspects of the SCP have been
disseminated at various provincial and national conferences, including the Northwestern
Interprofessional Centre of Health Education, the Canadian Interprofessional Health
Education, and the Canadian Association of Schools of Nursing. Locally, the outcomes of
the IPE initiative have been presented to faculty and administration from the school of
health and community services. Other dissemination activities have been planned for the
future, including presenting at the Association of College Educators in Social Work
Programs, writing and submitting articles on the different areas of the study, and working
with practice settings to facilitate the design of their IP initiative. The DNP role is
expanding, so it is imperative that learning continue in order to guide educational
institutions and practice settings in meeting educational and health care changes.
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This chapter discussed the elements required when designing and evaluating an
IPE initiative within the academic setting. The recommendations were based upon the
data analysis and the literature review. The chapter concluded with a discussion of the
leadership role that nurses with a DNP need to consider when leading an IPE initiative
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Appendix A: Program Theory Model
The program theory model will guide the IPE team in the development of their IPE
initiative
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Figure A1. Framework for designing an IPE initiative.
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Appendix B: Literature Search Strategy
Literature searches using the key words interprofessional, interdisciplinary,
collaborative, health, IPC, interprofessional challenges, and change were conducted on
Medline, PubMed, CINAHL, Business, PsycINFO, Cochrane, Evidence-Based Nursing
Database, and ERIC, as well as references in articles. These searches produced relevant
studies and editorials on IPE and IPC models. The number of relevant articles decreased
when the search narrowed to designing interprofessional projects. The Statistics Canada,
Health Force Ontario, and Canadian Interprofessional Health Collaborative Consortium
online databases were the sources for the most recent Canadian and Ontario statistics on
IPE and IPC projects.
The librarian services at St. Catherine University, Lakehead University, and the
college were instrumental in helping the researcher to identify key words and phrases.
The researcher also consulted a librarian for orientation to various search engines, such as
ORBIS, Polaris, Scholar‟s Portal, and the Cochrane Database of Systematic Reviews.
Some of the articles and directions for the searches came from other students and the
professor in an effort to provide support and collaboration, and build collegial
relationships.
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Appendix C: Sample Plan of Action Template
Purpose:

To create a “script” for each goal of the IPE initiative

Directions:

1. Develop a work plan for each goal.
2. Make enough copies for all IPE team members.
3. Bring copies to scheduled meetings.
4. Date each goal, including revisions.

Goal: Literature Review
Date: February 1, 2011
Revision: February 10, 2011

Action
steps

Lead person

What will
be done?

Who will lead
the goal?

Time line
(Month
and year)

Results/Accomplishments
Resources
Potential barriers

Communications plan

A. Resources
available
B. Resources
needed (financial,
human,
infrastructure &
other)

A. Department
(library,
computer)
B. Reason
C. Strategy to
resolve

A. Who is involved?
B. What methods?
C. How often?

Step 1:
Initial
Literature
review

Team leader

Feb.
2011

A. Library –
charged to budget
B. Cost amount

A. None
B.
C.

A. IPE team
B. E-mail
C. Yearly

Step 2:
Literature
update

Team leader
and a team
member

Feb.
2011

A. Library –
charged to budget
B. Cost amount

A. None
B.
C.

A. IPE team
B. E-mail
C. Yearly

Evidence of success: Extensive and updated literature search.
Evaluation process: Team sharing information (Author unknown).
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Appendix D: National Competency Framework

Figure D1. National competency framework.
Note. From CIHCPIS (2010)
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Appendix E: Letter of Permission to Conduct Research
Kathleen Lynch, Dean
School of Health and Community Services
Confederation College of Applied Arts & Technology
1450 Nakina Drive, P.O. Box 398
April 20, 2010

Institutional Review Board
St. Catherine University
2004 Randolph Avenue
St. Paul, MN 55105
To Whom It May Concern:
I am giving Janis Seeley permission to conduct an evaluation of the interprofessional
educational initiative at Confederation College in the School of Health and Community
Services.
She has been actively involved in the initiative since the beginning of the initiative and
has access to the proposal, budget, related reports and participants.
If you have any questions, please do not hesitate to contact me at (807) 473-3825 or via
e-mail at klynch@confederationc.on.ca
Sincerely,

Kathleen Lynch, Dean
School of Health and Community Services
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Appendix F: Consent Form for Interviews
Janis Seeley, RN, BScN, MEd, MScN, DNP (Candidate)
School of Nursing, St. Catherine University
1 – 807 – 473-3779
seeley@confederationc.on.ca
I, ___________________, am interested in participating in the study that is evaluating the interprofessional
educational (IPE) initiative being conducted by Sally Dampier, from Confederation College. The initiative
is under the supervision of Dr. Roberta Hunt, professor in the nursing department at St Catherine
University. The purpose of the initiative is to obtain the thoughts, ideas, and suggestions about the IPE
initiative from administration, faculty, and students involved in the initiative.
My participation will consist of either participating in a 30-minute interview or a 30- to 60-minute focus
group. The interviewer will be writing down notes throughout any discussions with me. The interviews will
be audiotaped and transcribed verbatim. The interview or focus group has been scheduled for
________________ (date & time). The outcome of the study will provide Confederation College and those
involved with the IPE initiative information to assist them in the modification of the program
There is no risk associated with the study. I understand that my confidentiality will be respected. The
principal investigator Janis Seeley will maintain records, but will not release information to unauthorized
personnel. The records will not include any personal identifiers or code numbers that may link you to
specific information. The completed surveys and other information will be kept in a locked cabinet that is
accessible to only the investigator and her advisor. All information will be destroyed at the earliest legally
acceptable time, December 2016.
My participation in this study is completely voluntary; refusal to participate involves no penalty or loss of
benefits to which I am otherwise entitled. I understand that I may discontinue participation without penalty
or loss of benefits to which I am entitled. I also understand that the investigator has the right to withdraw
me from the study at any time.
Any information requests or complaints about the ethical conduct of the initiative may be addressed to the
Institutional Review Board at St. Catherine University, 2004 Randolph Avenue, St. Paul, MN, 55105, or by
phone at 690-6000. There are two copies of this consent form, one of which I may keep.
If I have any questions about the conduct of the initiative, I may contact the investigator at 1-807-473-3779,
her faculty advisor at 1-651-690-6572, or John Schmitt Chair of the Institutional Review Board at 1- 651690-7739.
I agree to be recorded.
_____________________________
Signature of Participant

______________
Date (mm/dd/yr)

___________________________
Participant‟s Print Name
__________________________
Janis Seeley (Principal Investigator)

______________
Date (mm/dd/yr)
______________
Date (mm/dd/yr)
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Appendix G: Interview Questions/Probes for Administration
General Questions
1. What formal interprofessional education did your receive during your education?
2. What would be the benefits if any for members of your profession to have formal IPE
education?
3. What community partnerships should be explored to when engaging in an IPE
initiative?
Education Questions
4. What strategies would help a faculty member be prepared to teach IPE?
5. What role do you think a faculty member should play in the design, implementation
and evaluation of the IPE initiative?
6. What role do you think administration should play in the design, implementation and
evaluation of the IPE initiative?
7. What infrastructure including resources is required for the design, and
implementation of an IPE initiative?
8. What IPE content do you feel should be included in the design of an IPE initiative
and why?
9. What do you believe are the strengths of the IPE initiative at the college?
10. What do you believe are barriers to implementing and sustaining an IPE initiative
within a college?
11. What suggestions would you give an education institution who is considering
implementing an IPE initiative?
12. What do you see as the future direction of IPE at the college?
13. For sustainability of an IPE, do you IPE should be included in the organization‟s
strategic plan, and or mandate?
14. Are there any other thoughts or opinions that you‟d like to share about IPE?

163
Appendix H: Interview Questions/Probes for Faculty
General Questions
1. What programs do you currently teach at Confederation College?
2. What formal interprofessional education did your receive during your education?
3. What community partnerships should be explored when engaged in an IPE initiative?
Education Questions
4. What strategies would help a faculty member prepare to teach IPE?
5. What role do you think a faculty member should play in the design, implementation,
and evaluation of the IPE initiative?
6. What infrastructure, including resources, is required for the design and
implementation of an IPE initiative?
7.

What teaching methods do you find the most effective, and why, in the delivery of
the IPE content?

8. What IPE content do you feel should be included in the design of an IPE initiative,
and why?
9. If you could reorganize the IPE classes you taught, what would you recommend, and
why?
10. What do you believe are the strengths of the IPE initiative at the college?
11. What do you believe are barriers to implementing and sustaining an IPE initiative at
the college?
12. What suggestions would you give an educational institution that is considering
implementing an IPE initiative?
13. What role do you feel administration should play in the IPE initiative?
14. What do you see as the future direction of IPE at the college?
15. Do you have any other thoughts or opinions to share about IPE?
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Appendix I: Consent Form for Surveys
Janis Seeley, RN, BScN, MEd, MScN, DNP (Candidate)
School of Nursing, St. Catherine University
1 – 807 – 473-3779
seeley@confederationc.on.ca

I, ___________________, am interested in participating in the study that is evaluating the interprofessional
educational (IPE) initiative at Confederation College by Janis Seeley, principal investigator. The initiative
is under the supervision of Dr. Roberta Hunt, professor in the nursing department at St. Catherine
University. The purpose of the initiative is to obtain the thoughts, ideas, and suggestions about the IPE
initiative from administration, faculty, and students involved in the initiative.
My participation will consist of completing a 15-minute survey in September of 2010 and a 10-minute
survey in December of 2010. The surveys will be given as a hard copy. The surveys have been scheduled
for distribution on September ________, 2010, at ________and on November______________, 2010, at
________ (date & time). The outcome of the study will provide Confederation College and those involved
with the IPE initiative information to assist them in the modification of the program.
There is no risk associated with the study. I understand that my confidentiality will be respected. The
researcher will maintain records with personal identifiers, but will not release information to unauthorized
personnel. The records will not include any personal identifiers or code numbers that may link you to
specific information. The completed surveys and other information will be kept in a locked cabinet that is
accessible to only the investigator and her advisor. All information will be destroyed at the earliest legally
acceptable time, December 2016.
My participation in this study is completely voluntary; refusal to participate involves no penalty or loss of
benefits to which I am otherwise entitled. I understand that I may discontinue participation without penalty
or loss of benefits to which I am entitled. I also understand that the investigator has the right to withdraw
me from the study at any time.
Any information requests or complaints about the ethical conduct of the initiative may be addressed to the
Institutional Review Board at the St. Catherine University, 2004 Randolph Avenue, St. Paul, MN, 55105,
or by phone at 690-6000. There are two copies of this consent form, one of which I may keep.
If I have any questions about the conduct of the initiative, I may contact the investigator at 1-807-473-3779,
her faculty advisor at 1-651-690-6572, or John Schmitt Chair of the Institutional Review Board at 1- 651690-7739.
_____________________________
______________
Signature of Participant
Date (mm/dd/yr)
_____________________________
Participant‟s Print Name

______________
Date (mm/dd/yr)

___________________________
Janis Seeley (Principal Investigator)

______________
Date (mm/dd/yr)
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Appendix J: IPE Precourse Student Survey
Demographic Information
For this study we need to know some information about you. All responses are
completely confidential.
1) Date of completion of Questionnaire

__ __/ __ __/ __ __ __ __
MM DD
YYYY

2) Sex: Check only one
3) Age:
19 years of age and under
20 to 29 years of age
30 to 39 years of age
40 to 49 years of age
50 to 59 years of age
60 years of age and over
4) Program Currently in at Confederation College:
Child and Youth Worker
Dental Hygiene
Developmental Services Worker
Law and Security
Medical Radiography Technology
Native Child and Youth Worker
Paramedic
Practical Nurse
Police Foundations
Recreation Leadership
Social Service Worker

Male

Female
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Your learning style
5) Please indicate how each of the learning styles below BEST describes your style of
learning by placing an “X” in the box below.
I prefer:

Strongly
disagree

Disagree

Somewhat
Disagree

Somewhat
Ag r e e

A g ree

Strongly
a g ree

Visual
(graphs, pictures, and diagrams)
Aural
(working with sound and music)
Sensory
(concrete, practical, and like
procedural information)
Active
(manipulate objects, do physical
experiments, and learn by
trying)
Social
(communicate with people and
to actively listen)
Solitary
(focus on my thoughts and to be
private and reflective)
Sequential
(information in an orderly
manner, put details together to
see the whole picture)
Verbal
(written and spoken word, and
love reading and writing)

6) Please indicate how interesting each method of learning is for your learning?
Not at all
interesting

A little
interesting

Moderately
interesting

Interesting

Very
interesting

Lecture
Small Group Work
Large Group Work
Observation of real-life
events
Simulation of real-life events
Performance of tasks within
real-life situations
Guest speakers

7) For each of your courses, do you develop personal learning goals?
No (Go to question 8)
Yes
If Yes, how important is it for the course goals to match your learning
objectives?
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Not at all important
A little important
Moderately important
Important
Very important
8) How important is practical (real life) knowledge for your learning?
Not at all important
A little important
Moderately important
Important
Very important
9) How important is self-reflection (opportunity to think, write, and dialogue with peers) in
your learning?
Not at all important
A little important
Moderately important
Important
Very important
10) How important is it to include ethics when dealing with a situation?
Not at all important
A little important
Moderately important
Important
Very important
11) How important is problem solving when dealing with an issue?
Not at all important
A little important
Moderately important
Important
Very important

12) How much explanation do you require before starting an assignment?
No explanation – just the relevant facts
A short introduction into a topic
Complete explanation by professor
13) How important is appreciative inquiry (looking at the positive things in a situation)
when dealing with an issue?
Not at all important
A little important
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Moderately important
Important
Very important
Structure: Interprofessional Education Classes
14) Classes were organized two times per month. What change would you make to the
FREQUENCY of the classes?
Eight classes per month (twice a week classes)
Four classes per month or weekly classes
Two classes per month (no change)
One class per month
One or two classes per semester
No classes at all
15) Year 1 was scheduled in a 50 minutes time slot. What change would you make to the
LENGTH of the classes?
0 minutes (no classes at all)
25 minute class
50 minute class (no change)
1 hour and 30 minute class
2 hour class
4 to 6 hour workshop
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Interdisciplinary Education Perception Scale
(Adapted from McFadyen et al., 2007)
Please indicate the degree to which you agree or disagree with the statement by placing an “X” in
the box which best expresses your feeling.
Strongly
Disagree

Disagree

Somewhat
disagree

Individuals in my profession
are well-trained
Individuals in my profession
are able to work closely with
individuals in other
professions
Individuals in my profession
are very positive about their
work goals and objectives
Individuals in my profession
need to cooperate with other
professions
Individuals in my profession
are very positive about their
contributions and
accomplishments
Individuals in my profession
must depend upon the work of
people in other professions
Individuals in my profession
trust each other‟s professional
judgment
Individuals in my profession
are extremely competent
Individuals in my profession
are willing to share
information and resources with
other professions
Individuals in my profession
have good relations with
people in other professions
Individuals in my profession
think highly of other related
professions
Individuals in my profession
work well with each other

Thank you for participating

Somewhat
agree

Agree

Strongly
agree
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Appendix K: IPE Postcourse Student Survey
Demographic Information
For this study we need to know some information about you. All responses are completely confidential.
1) Date of completion of Questionnaire

__ __/ __ __/ __ __ __ __
MM
DD
YYYY

2) Sex: Check only one

Male

Female

3) Age:
18 to 19 years of age
20 to 29 years of age
30 to 39 years of age
40 to 49 years of age
50 to 59 years of age
60 years of age and over
4) Program Currently in at Confederation College:
Child and Youth Worker
Dental Hygiene
Developmental Services Worker
Law and Security
Medical Radiography Technology
Native Child and Youth Worker
Paramedic
Practical Nurse
Police Foundations
Recreation Leadership
Social Service Worker
Interdisciplinary Education Perception Scale
(Adapted from McFadyen et al., 2007)
Please indicate the degree to which you agree or disagree with the statement by placing an “X” in the box
which best expresses your feeling.
Strongly
disagree
Individuals in my profession
are well-trained
Individuals in my profession
are able to work closely with
individuals in other
professions

Disagree

Somewhat
disagree

Somewhat
agree

Agree

Strongly
Agree
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Individuals in my profession
are very positive about their
work goals and objectives
Individuals in my profession
need to cooperate with other
professions
Individuals in my profession
are very positive about their
contributions and
accomplishments
Individuals in my profession
must depend upon the work of
people in other professions
Individuals in my profession
trust each other‟s professional
judgment
Individuals in my profession
are extremely competent
Individuals in my profession
are willing to share
information and resources with
other professions
Individuals in my profession
have good relations with
people in other professions
Individuals in my profession
think highly of other related
professions
Individuals in my profession
work well with each other

Interprofessional Collaborative Competencies Attainment Survey
Please answer the following questions by filling in the circle that most
accurately reflects your opinion about the following Interprofessional (IP)
collaboration statements:
1 = strongly disagree, 2 = moderately disagree, 3 = slightly disagree, 4 =
neutral, 5 = slightly agree, 6 = moderately agree, 7 = strongly agree, na = not
applicable
Before
participating in the
learning activity I
was able to:
1
2
3
Communication
1.
Promote effective
communication
among members of
an IP team
2.
Actively listen to IP
team members‟
ideas and concerns

After participating in the
learning activity, I was able to:

4

5

6

7

na

1

2

3

4

5

6

7

na
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3.

Express my ideas
and concerns
without being
judgmental
4.
Provide constructive
feedback to IP team
members
5.
Express my ideas
and concerns in a
clear, concise
manner
Collaboration
6.
Seek out IP team
members to address
issues
7.
Work effectively
with IP team
members to enhance
service for
individuals
8.
Learn with, from
and about IP team
members to enhance
service for
individuals
Roles and responsibilities
9.
Identify and
describe my abilities
and contributions to
the IP team
10. Be accountable for
my contributions to
the IP team
11. Understand the
abilities and
contributions of IP
team members
12. Recognize how
others‟ skills and
knowledge
complement and
overlap with my
own
Collaborative personcentered approach
13. Use an IP team
approach to assess
the individuals‟
situation
14. Use an IP team
approach in creating
a holistic approach
15. Include the
individual and/or
family in the

1

2

3

4

5

6

7

na

1

2

3

4

5

6

7

na

1

2

3

4

5

6

7

na

1

2

3

4

5

6

7

na

1

2

3

4

5

6

7

na

1

2

3

4

5

6

7

na
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decision-making
process
Conflict
management/resolution
16. Actively listen to the
perspectives of IP
team members
17. Take into account
the ideas of IP team
members
18. Address team
conflict in a
respectful manner
Team functioning
19. Develop an effective
plan of action with
IP team members
for individuals
20. Negotiate
responsibilities
within overlapping
professional roles

1

2

3

4

5

6

7

na

1

2

3

4

5

6

7

na

1

2

3

4

5

6

7

na

1

2

3

4

5

6

7

na

Thank you for participating
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Appendix L: Ethics Approval Letter St. Catherine University

June 4, 2010
Janis Seeley
124 Nottingham Crescent
Thunder Bay, Ontario
Canada, P7G1B4
Re: IRB#10-EXP-27 Evaluating an Interprofessional Educational Initiative
Dear Ms. Seeley:
Thank you for your prompt reply to the St. Catherine University Institutional Review Board
(IRB) letter of 6-01-10 outlining the stipulations required for approval of the research project
listed above.
You have addressed all concerns and clarifications as requested. As a result, your project has
been approved.

Please note that all research projects are subject to continuing review and approval. You must
notify the IRB of any research changes that will affect the risk to your subjects. You should
not initiate these changes until you receive written IRB approval. Also, you should report any
adverse events to the IRB. Please use the reference number listed above in any contact with
the IRB. This approval is effective for one year from this date. If the research will continue
beyond one year, you must submit a request for IRB renewal. At the end of the project,
please complete a project completion form. These forms are available on the St. Catherine
University IRB website.

If you have questions or concerns about these stipulations, please feel free to contact me by
phone (X 7739), email (jsschmitt@stkate.edu), or campus mail (mail stop MPLS). We
appreciate your work to ensure appropriate treatment of your research subjects. Good luck
with your research.

Sincerely,

John Schmitt, PT, PhD
Chair, Institutional Review Board
Cc: Roberta Hunt
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Appendix M: Ethics Approval Letter Confederation College

